NEW ORLEANS MEDICAL 
AND SURGICAL JOURNAL 


EDITOR: CHAS. CHASSAIGNAC, M. D. 
COLLABORATORS: 
P. T. TALBOT, M. D., Secretary Louisiana State Medical Society.......Ex-Officio 
H. D. BRUNS, M. D., Tulane University of Louisiana. 
S. T. DARLING, M. D., Sao Paulo, Brazil. 
W. H. DEADERICK, M. D., Hot Springs, Ark. 
T. J. DIMITRY, M. D., Loyola University, New Orleans, La. 
E. M. DUPAQUIER, M. D. (Paris), New Orleans, La. 
A. G. FRIEDRICHS, New Orleans, La. 
J. T. HALSEY, M. D., Tulane University of Louisiana. 
JOS. HOLT, M. D., New Orleans, La. 
E. S. LEWIS, M. D., Tulane University of Louisiana. 
R. MATAS, M. D., Tulane University of Louisiana. 
AUGUSTUS McSHANE, M. D., New Orleans, La. 
PAUL MICHINARD, M. D., Tulane University of Louisiana. 
C. J. MILLER, M. D., Tulane University of Louisiana. 
F. W. PARHAM, M. D., Tulane University of Louisiana. 
W. H. SEEMANN, M. D., Tulane University of Louisiana. 
EDMOND SOUCHON, M. D., Tulane University of Louisiana. 
J. A. STORCK, M. D., Tulane University of Louisiana. 


Vol. 74 SEPTEMBER, 1921 No. 3 


EDITORIAL. 


VACATION. 


Reader, have you ever found yourself, in summer, settled on 
a covered wide verandah fronting the beach on the Mississippi 
Sound? Was it on one of those blessed days when just enough 
properly placed clouds moderate the glare from the water, yet 
there is sufficient light to obliterate any suggestion of gloom? 
Were you sitting in a commodious and comfortable rocking chair 
wherein you could relax completely? Did there then spring up 
a soft, soothing breeze from the south, enveloping you like a 
caress, cooling you to the right point down to the very marrow 
of your bones? Felt you soon a gentle drowsiness which grad- 
ually overcame your physical senses and mental activities until 
you were not asleep yet not awake? Was it not a grand and 
glorious feeling ? 


If so, you have enjoyed the real dolce far niente and can sym- 
pathize with the editor and understand his plea. Even if such 
is not the case and you have a fair amount of imagination you 
still may understand the situation. 
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Great as are the hereinbefore feebly described sensations, they 
are not conducive to mental or physical exertion, to the writing 
of editorials for instance. The less so when the latter must be 
handed to the printer just after nearly a dozen more or less 
carefully composed and more or less neatly typed articles have 
had to be edited and twenty-odd galleys of proof have had to be 
corrected. 

So, reader, if you ‘sean this number of the JOURNAL closely 
enough to notice the scantiness of editorial matter and ideas, 
have a heart, excuse both and remember this is vacation time. 

We hope that, whether it be on the Gulf Coast or elsewhere, 


you have already had, are having, or will have a pleasant va- 
cation. 


MISSISSIPPI VALLEY MEDICAL ASSOCIATION. 


This association will hold its annual meeting in St. Louis on 
October 13, 14 and 15. A new departure is announced for this 
meeting : instead of the ordinary reading of medical papers there 
will be scientific addresses and clinical demonstrations from 
eminent specialists in the various fields, on borderline subjects 
preferably, hence of as much interest, at least, to the general 
practitioner as to the specialist. 


The last day will be devoted to clinics at the various hospitals 
by guests and local men both. The social end can be handled 
with the greater ease because of the Centennial Celebration and 
Pageant of St. Louis which will be held at the same date. 

Further information may be obtained from Dr. Wm. Engel- 
bach, who is chairman of the arrangement committee, addressed 
at the University Club Bldg., St. Louis. 
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REMOVAL OF A TWENTY-PENNY WIRE NAIL 
FROM THE BLADDER.* 


By H. W. E. WALTHER, M. D., F. A. C. S., New Orleans. 


According to Hugh Cabot, in his treatise on urology, foreign 
bodies may arrive in the urinary bladder in two general ways: 
(1) those introduced through the urethra accidentally or other- 
wise; and (2) those which reach the bladder by perforation of 
the underlying tissue, whether by wounds, as in the case of 
bullets, or in the course of a surgical operation not upon the 
bladder itself. 


By far the most common type of foreign bodies found in the 
bladder are those introduced through the urethra. Anything 
which can be introduced through the urethra may be found in 
the bladder. The most common articles removed from this vis 
cus have been straws, hairpins, quills, nails, chewing gum, cath- 
eters and pieces of. filiforms. 


‘The following case, observed in the writer’s service at the 
Charity Hospital, is considered worthy of report, because of 
the unusual size of nail removed. The history-record follows: 


E. S., colored male, age 28, married, saw-mill laborer, was admit- 
ted to my urological service at the Charity Hospital on May 5, 1921, 
complaining of “bladder trouble’’. 

Family History: Father died of dropsy; mother of small pox; 
three brothers and one sister dead, causes unknown; one brother 
insane and in Jackson, La., institution. 

Past History: Had usual diseases of childhood. Malaria in 
1917. Was insane from April, 1918, to December, 1920, during 
this period being confined to the hospital at Jackson, La. In 1917 
had several pulmonary hemorrhages and was told that he had tuber- 
culosis. Influenza in 1918. Otherwise nothing of note. 

Venereal History: Gonorrhea three years ago, no complication. 
Had a single venereal sore three years ago, incubation unknown, 
was not told whether or no it was syphilis. 

Present Illness: The “bladder trouble” started one year ago, 
while in the hospital for mental diseases. He complained of strain- 


*Presented at the Clinical Meeting held by the Orleans Parish Medical Society im 
the Ampitheatre of the Charity Hospital, New Orleans, June 138, 1921. 
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ing, burning, frequency and hematuria. His pain has always been 
most severe at the end of the urinary act. No retention. Stream 
alway good. Voids about twelve times daily and about twenty-four 


times a night. No loss in weight; appetite good; sleeps poorly; 
bowels regular and no pain at stool. No fever. Patient is well 
developed but poorly nourished. Appears perfectly sane now. 


Physical Examination: Generally negative except that a slight 
dullness was noted at base of both lungs and subcrepitant rales 
in left interspaces. External genitals normal. 


Urine: Cloudy, alkaline, 1025, albumen trace, no sugar, few 
epithelia, few red blood cells, an excess of pus, many bacilli and 
cocci. 


Wassermann of Blood: Original and Tschernogubow negative. 
X-Rays: Kidneys negative. Nail shadow in bladder region. 


Cystoscopy: Chronic cystitis throughout. A large calculus was 
seen surrounding a wire nail, only the stone and the point of the 
nail could be seen through the cystoscope. 


Operation: Under ether anesthesia, assisted by Drs. O. T. Chris- 
toffer and R. R. Nowlin, interns, suprapubic cystotomy was done. 
The bladder was found markedly contracted. The nail, the lower 
portion of which was incased by a calculus, was deeply embedded 
in the bladder wall at both ends. The head of the nail was fixed 
in the bas fond and had to be dissected out with the finger. The 
point of the nail had found its way into prostatic tissue. This 
undoubtedly explains why it did not perforate the bladder wall. 
The nail measured 4% inches in length. Specimen weighed 2 
ounces. 














The bladder was drained with a Pezzer catheter for ten days 
after which time it was removed, the wound healed promptly, blad- 
der irrigations were kept up to rid vesical infection, and on the 
twentieth day after operation patient left hospital. 


Comment: The question naturally presents itself, How did 
the nail get into the bladder? I think the most plausible ex- 
planation is that it was introduced per urethram, while patient 
was in the insane asylum, and for purposes of masturbation. 
The patient was repeatedly questioned as to how the nail got 
into his bladder, but he steadfastly denied any knowledge what- 
ever as to how it found its way there. 
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CANCER OF APPENDIX: REPORT OF TWO CASES. 


By J. M. PERRET, M. D. 
(From the J. T. Nix Clinic, New Orleans.) 

Malignancy of the appendix is of interest on account of its 
comparative rarity. Carcinoma is much commoner than sar- 
coma. It is to the surgeons and to the pathologists that we 
owe our knowledge of these conditions. Many of the cases 
zannot be recognized from a gross examination of the appendix 
and it is only when the organ is submitted to a microscopical ex- 
amination that the true condition is revealed. This then seems 
to be a reason why every appendix removed at operation should 
be sent to the pathologist for routine study. If this were done 
it would not be long before we would have a good number of 
eases of cancer of the appendix on record. Again we must 
remember that all cases seen are not reported. The earliest case 
of primary carcinoma of the appendix was reported in 1838. 
Up to the beginning of this century only a few cases had been 
reported. From 1900 to the present time about 300 cases have 
been reported. Before proceeding to the report of my two cases, 
one of which was a primary carcinoma of the appendix, and the 
other about which there is some doubt as to the primary origin, 
appendix or cecum, I think it well to briefly review our know- 
ledge of cancer of the appendix. 

Incidence—Da Costa says that ‘‘malignant disease of the 
appendix is a very rare condition.’’ Kelly and Noble are of the 
opinion that ‘‘primary tumors of the appendix are infrequent 
and secondary invasion is extremely rare.’’ Kemp states that 
‘‘this condition has been considered rare, but it has been demon- 
strated to occur more frequently than was formerly supposed.”’ 
Riegel in 243 autopsy cases of cancer of the intestines occurring 
at the Vienna General Hospital from 1882 to 1893 found only 
one case of cancer of the appendix. Routine microscopic exam- 
ination of 5,000 appendectomies at the Mayo Clinic by Mac 
Carty and McGrath showed microscopic evidence of cancer in 
22 cases. In a second series of 3,039 specimens, 18 disclosed 
evidence of cancer. J. J. Coons in 1914 reported 4 cases found 
in an examination of 1700 specimens. Reimann in 1919 reports 
from Deaver’s Clinic 17 cases from an examination of 13,151 
appendices. Adams in 1919 reports. a case and says that he 
found 3 other cases in 7,000 appendectomies at St. Thomas 
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Hospital. Age—Youngest case was five years, oldest eighty 
years. Most of the cases occur between twenty and thirty years, 
24% are under twenty years; 53% are under thirty years. 

Sex—More common in females. From 8,000 appendectomies 
at the Mayo Clinic 73% of the malignant growths occurred in 
females. 

Morbid Anatomy—The tumors are usually small. Masses up 
to the size of a walnut have been reported. The gross appear- 
ance may be that of a fibrous tumor. Sometimes it has present- 
ed caseation and has suggested tuberculosis. In at least three- 
fourths of the cases the growth is distal to the middle of the 
appendix. Of the 90 cases mentioned in Da Costa only eight 
had enlarged glands and in four of these the glands were non- 
malignant. Histologically the carcinoma is usually of the 
spheroidal type. 


Symptoms—Chinieally, the history is that of some form of 
appendicitis. 

Diagnosis—Cancer of the appendix is recognized only at op- 
eration and autopsy. MacCarty and McGrath say that in .17 
of their 22 cases diagnosis by the surgeon at the time of oper- 
ation was impossible and that the carcinomatous condition was 
. only revealed microscopically. In four of Reimann’s eases the 
condition could not be recognized grossly even when the histology 
was at hand. 


Prognosis—The great majority of the cases are benign, but 
malignant possibility is to be considered as metastasis and ex- 
tension have been reported. The chances for permanent cure 
after removal of the appendix, the seat of malignancy, is very 
good if the disease is limited to the appendix. 


Case No. 1.—Miss M. M., a white woman of 22 years, a native 
of Italy, was seen at the Clinic on June 23, 1920, and complained 
of diarrhea. During the past month she had 12 to 16 watery 
stools during the day and 4 to 5 stools during the night. She had 
anorexia and felt nauseated after meals. She had lost 8 pounds 
during her present illness. 


Past history was negative, except that in 1918 she had influenza 
for two months. In 1915 her tonsils and adenoids were removed. 
Menses began at age of 13 years, lasted from 6 to 8 days, 30-day 
type. She suffers so much on the first day that she has to remain 
in bed. Family history is negative for tuberculosis, cancer and in- 
testinal diseases. 

Physical Examination.—The patient is of small physique, emaci- 
ated and weighs 94 pounds. Temperature 99° F, pulse 90. Blood 

ressure, systolic 98, diastolic 75. Skin is negative. Mucous mem- 
ne and tongue are negative. Teeth are in fairly good condition. 
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The tonsils have been removed. The pupils are equal and react 
to light and accommodation. The knee jerks are lively. The 
heart and lungs are negative. Over the entire abdomen slight ten- 
noe ge is elicited. There is no rigidity. The viscera are not pal- 
pable. 


Operation advised on account of dyspeptic symptoms and dull 
pains in appendix region since her first visit to the Clinic. 


Operation.—On September 21, 1920, under ether anesthesia the 
abdomen was opened by Dr. Nix and the appendix removed. Oper- 
ative diagnosis: acute appendicitis. The patient made an unevent- 
ful recovery and left the hospital on the ninth day. No idea of 
the malignant condition of the appendix was suspected at time of 
operation. . 


Pathological Report.—The appendix is about 6 cm. in length by 
0.5 to 1 em. in breadth. Its general appearance is club-shaped with 
the large portion at the free extremity. In appearance and to the 
touch it suggests a chronic thickening. The vessels of the serous 
eoat are engorged. The serous coat is rough and small bands of 
fibrous tissue suggest its adhesion to surrounding tissues. On 
section the wall is thickened and the mucosa is well defined, in some 
places broader than normal. The contents show mucus and feces. 
Microscopical examination shows the relation of all layers, serous, 
muscular, submucous and mucous well retained, though there is 
a distinct thickening of every structure, particularly at the free 
end of the organ. The mucosa shows no abnormal shape except 
at the broadest portion of the appendix where there is marked dis- 
arrangement (dipping) of the glands into the deeper structures 
(submucous and muscular coats). In these tissues there is also 
marked infiltration of embryonal epithelial (glandular) cells. There 
is no attempt on the part of these cells to form glands though it is 
evident that their origin is from the mucosa.- The cells are mostly 
arranged in groups and show complete lack of differentiation and 
there is active mitosis of many. Slight chronic exudative inflam- 
mation is present. . 


Diagnosis.—Carcinoma of the appendix. 


Progress Notes.—January 20, 1921, patient returned to Clinic 
and wanted to know why she was not gaining weight more rapidly. 
Her present weight is 97 pounds. She weighed 80 pounds on leav- 
ing the hospital after the appendectomy. She also felt weak.. Up 
to a week ago she had had for three weeks a slight afternoon rise in 
temperature. Her appetite and digestion are good and her bowels 
are now regular. Patient is in better physical condition than when 
previously examined. Crepitant rales were heard at left apex but 
did not persist. Abdomen is negative. Vaginal examination neg- 
ative. 

January 19, 1921, Fluoroscopy of chest, by Dr. E. Escalante. 
Lungs, diaphragm, heart, aorta and mediastinum were negative. 


April 19, 1921, patient again seen at Clinic. One and a half 
months ago she contracted a chest cold which is now practically well 
except that she had a dry cough. Appetite and digestion are good 
and bowels move once or twice a day. Her appearance is good 
and she now weighs 102 pounds, a gain of 22 pounds since her 
operation, on September 21, 1920. 


Examination of heart, lungs and abdomen are negative. In spite 
of the repeated negative physical examination of her lungs, I sus- 
pect tuberculosis on account of her physique, her susceptibility to 
respiratory infections and her Italian extraction. It is too soon to 
say whether she is cured of malignancy. 


n 
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Case No. 2.—Mrs. J. Y. Le J., white female, age 44 years. She 
complained of abdominal pains for the last two years, much worse 
at present. No menses for the last three months. Examination 
showed a large sensitive mass above the appendix region. 


Pre-Operative Diagnosis.—Appendicial abscess. 


September 18, 1920, operation by Dr. H. W. Kostmayer. Ab- 
domen opened by right rectus incision. A large, hard friable mass 
was found occupying the head of the cecum, the terminal ileum 
and the appendix. First attempt at freeing the mass led into the 
cecum, next attempt detached the mesentery from the terminal 
ileum. Drains were inserted after removal of a section for diag- 
nosis. Patient died the next day probably from toxins rapidly ab- 
sorbed during the operation. 


Pathological Report.—Tissue received measures 6 cm. in length 
and 1% cm. in thickness at its greatest width. Irregular in outline, 
no definite appearance of an appendix, though on section there is 
seen an irregular lumen, with intermittent stretches of mucosa. 
Lumen contains a thick, dark brown colored exudate. Outer sur- 
face shows bands of dense fibrous tissue with strands of unstrip- 
ed muscle tissue and here and there groups of lymph adenomatous 
tissue (lymph follicles). There are also a number of transverse 
and longitudinal sections of glandular elements, some showing mu- 
cus-bearing cells (goblet cells). In other sections the normal 
histology of the appendix is more easily recognized. Throughout 
the entire tissue are groups of cells, epithelial in type, but with 
imperfect differentiation (embryonal) and irregular in size. Many 
show active mitosis. There is some attempt of the cells of some of 
these groups to arrange themselves in glandular formation. The 
attempt is very imperfect. A number of eosinophiles and plasma 
cells are scattered throughout the tissue (chronic exudate inflam- 
mation). The dark-brown colored contents of the lumen represent 
cell detritus, mucus and blood. 


Diagnosis.—Carcinoma (glandular) of the appendix. 

My thanks are due to Dr. H. W. Kostmayer who has fur- 
nished me the data of Case No. 2 and has allowed me to report 
it; and to Dr. M. Couret, pathologist of Hotel Dieu, for the 
excellent pathological reports. 

References—No attempt has been made to review the litera- 
ture. To those who are interested in this phase of the subject, 
I will refer to an article by E. H. Boyer, B. Se., M. Se., Ameri- 
can Journal Medical Sciences, Vol. CLVII, No. 6, June, 1919, 
entitled: Primary Carcinoma of the Vermiform Appendix. 

Da Costa—Modern Surgery, 8th Edition, 1919. 

Kelly and Noble—Gynecology and Abdominal Surgery, 1910. 

Kemp—Diseases of the Stomach, Intestines and Pancreas, 3rd 
Edition, 1917. 

Osler’s Modern Medicine. 
Practical Medicine Series, Vol. 2, 1919. 
Practical Medicine Series, Vol. 2, 1920. 
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UNSUSPECTED SINUS INVOLVEMENT AS A SEQUEL 
TO CONTAGIOUS AND INFECTIOUS DISEASES.* 


By E. V. WHITAKER, M. D., Baton Rouge, La. 


The purpose of this article is not to reiterate the classic 
symptoms of the various forms of sinusitis, nor to disclose 
any recent discoveries or theories appertaining thereunto; nor 
is this a treatise on the differential diagnosis and treatment of 
the individual chronically involved sinus. On the other hand, this 
article is written for the benefit of the general practitioner, to 
eall his attention to the vague, indefinite symptom-complex so 
little understood and so much overlooked in sinuses in the 
chronic state. 


It is safe to say that at the present time there are more 
eases of unsuspected chronic sinusitis than ever before, the vast 
majority of these untreated, or improperly treated cases are 
the direct result of the influenza epidemic of 1918-19. The 
presence of a chronic sinus meaning that at some past time there 
must necessarily have been an acute sinus, the question naturally 
arises: Why was the acute sinus overlooked by both the attend- 
ing physician and patient? The answer is simply that the 
patient did not complain of any pain or any other symptom that 
would lead the physician to suspect an acute sinus, the ‘patient 
feeling practically none on account of the mentality and en- 
tire nervous system being so intensely obtunded by the viru- 
lence of the toxins of influenza. 

Thus it will be easily understood why the general practi- 
tioner is so likely to overlook the probability of a chronic sin- 
usitis when there is no tangible history of there having been 
an acutely involved sinus. 

The symptomatology of this affection is by no means limited 
exclusively to the involved sinus or to the head, but there are 
certain vague, indefinite general symptoms to be considered 
as well. As to local symptoms, the absence of pain localized in 
the involved sinus, or failure to produce pain upon pressure, 
proves absolutely nothing. 

Headache resulting from sinus affections is one of the com- 
monest and at the same time one of the least understood of 
all the symptoms associated with this disease, especially regard- 
ing its character, lack of constaney, and localization. As an in- 


*Read before the East Baton Rouge Parish Medical Society, May 11, 1921. 
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dividual symptom indicative of disease of a particular sinus, 
it is thoroughly unreliable; while its presense or absence in 
the entire symptom complex is most important. Its mere ab- 
scence proves nothing, while its presence may be of inestimable 
value in making a correct diagnosis. That numerous cases of 
sinusitis go unrecognized is well shown in the following state- 
ment by Hajec: . ‘‘Many eases of sinus disease with slight nasal 
symptoms go through their entire life with the diagnosis of 
chronic headache, taking all manner of cures, such as electro 
and hydro-therapy, sea-baths, general and special (body) mas- 
sage, without its ever occurring to anyone that the headache 
might be caused by a structural disease in the immediate neigh- 
borhood (accessory sinuses of the nose).‘)”’ 


The cause of the headaches when present in chronic sinusitis 
depends upon one or more of several conditions, viz.: swelling 
of the mucosa with pressure or irritation of the nerves; direct 
contact of swollen mucosa; stasis following obstruction of the 
nasal passages; ulceration of the mucosa with involvement of 
the nerves; reabsorption of toxins formed within the sinus; dis- 
turbance of blood and lymph circulation at the base of the 
brain. ‘?? 


The inconsistency of headache in chronically involved sinuses 
is one of the most misleading symptoms, the violence of the 
_pain haying apparently no relation to the severity of the disease. 
In some cases the headache, often of neuralgic type, will be 
almost unbearable with only a mild form of sinusitis; in others 
the pain is mild or entirely absent,’ yet there is severe sinus 
involvement, with enormous tissue changes having taken place 
in the affected sinus. 


In considering the character and location of these headaches 
the physician must always bear in mind the numberless rami- 
fications of the trigeminus nerve in order to fully appreciate 
and understand the pain, owing to its being referred to other 
parts of the head than the immediate vicinity of the diseased 
sinus. The pain may take on any form; often it is practically 
indistinguishable from ordinary trigeminal neuralgia, especial- 
ly the supra-orbital type; or it may be of a vague, dull heavy 
1. Hajee (6), S. 18, 1909. 

2. Grunwald: Die Lehre von der Naseneiterung, S. 114, 1896. 


3. Holmes: Head Pains Caused by Inflammation of the Accessory Sinuses of 
the Nose, Ohio State Med. Journ., Feb., 1906. 
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character, or pain of any degree of severity between these ex- 
tremes. One stable characteristic, however, is always observed ; 
diffuse headaches from accessory sinus disease, during recurrent 
attacks, cause pain in the same portion of the head.“ 


These headaches are frequently confounded with the head- 
aches caused by errors of refraction, and are very often treated 
for such, the sole result being that all parties concerned are 
disappointed by the patient getting no relief whatever. What 
was mistaken for an ordinary error of refraction was in reality 
a profound muscular asthenopia and loss of accommodation 
due to reabsorption of toxins, to which the nerves and muscles 
of the eye are particularly suspectible. Not infrequently some 
form of organic disease of the eye is treated per se with no sat- 
isfactory result whatsoever, the ophthalmologist, himself, being 
much perplexed at the stubborn persistence of the malady. ° In 
a surprisingly large number of these cases examination will re- 
veal a chronic purulent involvement of the deep (posterior) 
ethmoidal or sphenoidal: sinuses. This form of ophthalmic 
complication will be readily understood when one considers the 
relation and proximity of the optic chiasm, the optic tracts, 
and the orbital cavity to these structures. The close proximity 
of-the frontal, ethmoidal, sphenoidal, and maxillary sinuses 
to the orbit make clear the necessity of distinguishing the af- 
fections common to them. Sometimes the condition that gave 
rise to the sinus inflammation affects also the eyeball, includ- 
ing various chronic inflammatory diseases.‘ 

Changes in the cornea‘®) and uveal tract,‘7-®) as well as the 
choroid,“® retina, and iris,“!)) have frequently been reported 
by ophthalmologists. Retro-bulbar neuritis,“?) which may result 
in atrophy and loss of vision, also occurs as a complication of 
accessory sinus disease. 

Skillern: Accessory Sinuses of the Nose. 

L. Webster Fox (Philadelphia): Diseases of the Eye. 

Gradle: Intra-Ocular Diseases Brought on by Diseases of Nasal Sinuses. 

Ophthalmology, Vol. 5. April, 1919. 

Zeim (187). 

Posey: Some Ophthalmological Phases of Diseases of the Accessory Sinuses 


of the Nose, Journ. of Eye, Ear, Nose and Throat Dis., March and April, 1905. 
Fish (189). 


. Broeckaert: Opacites des corps vitrés, etc. Reue hedb. De laryn. Jan. 
5, 1901. 
Mason: Iritis Due to Diseases of the Sinuses. Iowa Med. Journ., Dec 15, 
1907. 

2. Fish: A Study of 36 Successive Cases of Optic Neuritis. Nasal Accessory 
Disease Present 26 Times. Laryn., Rhin., and Otol., Vol. 22. 1907. 
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One of the most notable early signs of posterior sinus disease 
is an enlargement of the blind spot,‘!8) the presence of this 
symptom being almost pathognomonic of posterior ethmoidal 
or sphenoidal empyema. The optic nerve seems to be particu- 
larly susceptible to the action of toxins, and limitation of the 
visual field is often the first symptom of a sinusitis. That this 
action is toxic is proved by the rapid return to normal of the 
visual disturbances after a radical operation. 


The general constitutional symptoms are sometimes more 
vague and less understood than the symptoms limited to the 
eranial area. This train of symptoms very frequently simu- 
lates in practically every detail the symptom of incipient pul- 
monary tuberculosis: slight rise of afternoon temperature; low- 
ered blood pressure, with acceleration of the pulse; loss of 
weight; loss of energy; impaired digestion; sallow complexion; 
malaise, lassitude, etc. More frequently than one would sup- 
pose a chronic sinus is diagnosed as incipient tuberculosis, one 
striking example of which will be mentioned later in the history 
of some of the author’s cases. I feel that it will not be remiss 
at this juncture to quote verbatim from an unusually able arti- 
cle by Webb and Gilbert, Colorado Springs, from the A. M. A. 
Journal of March 12, 1921: 


“In 1919 one of us briefly referred to the failure of internists 
to realize the dependence of many forms of bronchiectasis and 
chronic bronchitis on disease of the accessory sinuses and it appears 
that physicians still do not request thorough investigation of the 
nose in such conditions. Mullin and Gilbert, in 1920, laid further 
emphasis on such associated conditions. Since 1918 we have made 
roentgen-ray examinations of the accessory sinuses in all cases of 
ches€ disease, when the sputum proved repeatedly negative to the 
tubercle bacillus. The results have fully confirmed the French 
writers. Few cases of bronchiectasis or of chronic bronchitis have 
been found in which chronic infection of the accessory sinuses was 
not demonstrated. Bilateral empyema of the antrum is most fre- 
quently encountered. At times all the sinuses are involved. The 
findings have been invariably proved correct by the opening and 
washing of pus from these sinuses. Such pus: usually contains 
pneumococci, similar to those found in the sputum. 


“Our cases have been of long standing, and in consequence the 
relief and the improvement of the cough, even with the additional 
postural drainage of the chest, have not been so marked, as in 
she cases of shorter duration reported from France. 


“We have been especially impressed that the history in many 
eases was negative to nasal disease, the patients denying pain, nasal 
-_ 

13. Van der Hoeve: Vergrosserung des blinden Fleckes ein Fruhsymptom fur 
die Erkenrung der Sehnervenerkiankung bei Erkankung der hintern Neben 

hoblen dei Nase. Arch. f. Augenheilk., Vol. 67, S. 101, 1910. 
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discharge, or any sign suggesting nasal infection. They have been 
most part treated over varying periods for pulmonary tuberculosis. 


Another prominent, but unfortunately much misunderstood, 
or overlooked, symptom of chronic sinusitis is rheumatism, the 
rheumatic pains varying in every degree of intensity from 
slight intermittent twinges to constant pain of almost unbear- 
able severity. The trigeminus, musculo-spiral, and sciatic nerves 
are particularly susceptible to the toxins of pus resorption. 


Another hazy feature of this vague symptom-complex is 
digestive disturbance in its various forms. The feasibility of the 
presence of this complication will be readily understood when 
one considers the effect upon the entire digestive tract of the 
constant swallowing of small quantities of pus, dripping from 
a chronic sinus, over a period of months or even years. Fluoro- 
scopic examination with the barium meal will show marked 
hyper-peristalsis. 

As to diagnosing these sinuses in the chronic state, the author 
feels safe in stating bluntly that the only positive means of 
diagnosis is the X-ray. Before the advent of the X-ray, transil- 
lumination was regarded as the diagnostic method par excel- 
lence. It undoubtedly has its merits, but in many respects, 
and for many reasons, is unreliable. The presence of a shadow 
may within reason indicate a purulent involvement of the 
sinus; at the same time the shadow may be due to an irregu- 
larity in the thickness of the bony walls, which may lead to all 
kinds of errors in diagnosis. Moreover, the purulent secretion 
is frequently unlike in consistency, being thick and perfectly 
opaque, throwing a well defined shadow, or very thin and trans- 
parent, throwing no shadow at all, thereby deceiving the physi- 
cian into overlooking the very real presence of a chronic sinus. 

Recently the author has operated upon 19 cases of chronic 
sinusitis; not one of these cases showed anything, whatever, 
under transillumination that would lead one to suspect a chron- 
ic sinus. The X-ray, however, revealed chronic sinuses in each 
ease. It may seem like a paradox, but three more cases in 
which transillumination showed a well defined shadow proved 
negative to sinus involvement under the X-ray. 

Three histories chosen at random from the above mentioned 
eases will illustrate the contents of this paper. 


Case No. 1.—D. °., young lady 23 years of age. Had been treat- 
ed for incipient tuberculosis without result. Patient continued to 
lose weight and energy. Examination showed markedly enlarged 
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tonsils, which were promptly removed, with some, but not sufficient 
improvement resulting. As patient gave history of having had 
influenza in 1918, X-ray of sinuses was suggested; this revealed a 
left maxillary sinusitis. Radical drainage of sinus was done; pa- 
tient presented self for examination three months later with ten 
pounds gained in weight, marked clearing of complexion, and entire 
disappearance of previous symptoms. 

Case No. 2.—B. K., young lady, age not known. Nine years ago 
patient suddenly developed much trouble with the eyes following 
a six-weeks’ illness with typhoid fever. Refraction revealed mixed 
astigmatism, which was at once corrected, but without satisfac- 
tory results. Subsequent refractions gave no relief. Patient suf- 
fered with mild headaches in the afternoons; also marked vertigo 
upon stooping over at any time. Had not been able to use eyes 
for any kind of close work in the afternoon since trouble began. 
Examination under X-ray revealed chronic maxillary sinusitis. Op- 
eration and drainage done six weeks ago; vertigo and afternoon 
headaches have entirely disappeared, there is also marked improve- 
ment in the eye condition. : 

Case No. 3.—Lady, age unknown, came to office for refraction, 
giving every symptom of eye-strain. Examination showed glasses 
already worn to be correct. X-ray of sinuses suggested, which re- 
vealed chronic maxillary sinus. One week after operation head- 
ache and all symptoms had disappeared. 

The above mentioned cases will show the deceptive, insidious 


character of sinus disease; also illustrate forcibly the necessity 
of X-ray examination in order to arrive at an accurate diag- 
nosis. 

The author is indebted in no small degree to Dr. Lester J. 
Williams, roentgenologist, for valuable collaboration and many 


points of interest in compiling this article. 





A CASE OF LONG-CONTINUED MASTURBATION IN 
A GIRL, CURED BY FRIGHT.* 


By EVERETT M. ELLISON, A. M., M. D. 
Clinical Associate in Medicine, The George Washington University Medical 
School, Washington, D. C. 

It was inculeated upon me in early boyhood that girls and 
women are very little, if at all, ‘‘lower than the angels.’’ It is 
far from my aim now to try to prove that ‘‘the female of the 
species is more deadly than the male.’’ But the light of my new 
day in this matter did dawn down in Tennessee more than 
twenty years ago, when I became casually acquainted with a 
young woman, who was working her way through a Church 
college by teaching music during the summer months and who 
by her public conduct and conversation impressed my family 


*Read before the Medical Society of the District of Columbia, April 28, 1921. 
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and friends as being thoroughly good and upright. Later on, 
she became the head of the Music Department of a boarding 
school under the control of the Methodist Episcopal Church 
and was summarily discharged therefrom after a few months 
for having been found guilty of supplying a large group of 
girl students with rubber phalli and teaching them their use. 

Berger in 1876 expressed the opinion that 99% of the young 
of both sexes practice masturbation and that the remaining 1% 
conceal the truth. This view is probably extreme as was the 
view of a young native of the Phillipine Islands, bright and 
well-educated, who remarked to me one day several years ago, 
‘‘I believe that girls are virgins only until they are six years 
old.”’ 

Self-abuse is usually classed as a habit neurosis. It is much 
more prevalent among Latin and Oriental races than the na- 
tives of temperate climates, especially among adults. Among 
adult women, widows are counted leaders in the practice, and 
city girls are more addicted to it than are those reared in the 
rural districts. 

It is practically impossible to obtain anything like accurate 
information as to its prevalence among females. Most women, 
if asked about themselves or their daughters, manifest profound 
astonishment and intense indignation, and proceed to deliver a 
sharp lecture on morals and manners. We do know that the 
affection among infants is much more common with females, 
probably due to the much greater exposure of their genitalia 
to long continued reflex excitation. Anything rubbing or irri- 
tating the parts may produce masturbation, hence the necessity 


for greater caution on the part of parents and nurses. Any 
child carelessly permitted to lie or sit around or to go about 
without clean, well-fitting diaper is prone to meddle with itself. 
The child is quite naturally inclined to explore its anatomy 
rather extensively. It will readily locate and manipulate its 


genitalia, deriving more pleasurable sensations there than else- 
where, which results in the easy acquisition of the habit. Ac- 
cording to some observers, all bed-wetters in infancy are mas- 
turbators in a certain degree. 

It seems that masturbation is the rule rather than the ex- 
ception among the mentally defective. And it must not be 
forgotten that mental deficiency is the cause rather than the 
effect here. 
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It should be borne in mind that changes found in the genital 
organs of masturbators may not be the cause but are often the 
result of manipulation. For instance, one sign generally ac- 
cepted as virtually pathognomonic of the habit in females is 
unilateral hypertrophy of the labia majora. 

Rachford in 1907 delivered his Presidential address before 
the American Pediatrie Society on ‘‘ Pseudo-Masturbation in In- 
fants.”” He propounded the unproved theory that the prac- 
tice in infancy and childhood is not the practice of the adult. 
He reported the intensive study of 52 cases, 48 females and 
4 males, most of them his own patients, and was convineed that 
the habit in infants under two years of age will, in time, sub- 
side under almost any intelligent form of treatment. He be- 
lieved the tendency to be toward spontaneous recovery and found 
the average length of time required to bring about this result 
to be 19 months. 

Lanphear in 1895 reported a case of excessive masturbation 
in a girl 7 years old. She was discovered as a masturbator at 
3 years old, producing friction of the vagina with her index 
and middle fingers. Sent to school at 6, she was soon found 
having sexual intercourse with boys from 10 to fifteen years 
old. Withdrawn from school and confined strictly to her home, 
she was soon caught masturbating again and would do it in the 
presence of anybody and everybody. Broca in 1863 before the 
Paris Surgical Society cited a case of uncontrollable self-abuse 
in a girl 5 years old, which resulted in excessive emaciation and 
delirium with hallucinations. West in 1905 reported two cases 
of interest. The first was a girl 514 years old. She had been 
always pale and undersized, except at time of birth; was obsti- 
nate and easily provoked; was extremely slow learning to talk 
and still talked imperfectly; had had a large number of seem- 
ing convulsions. Her performances were first observed at about 
6 months old, her grandfather seeing one of them decided that 
it was petit mal. These never occurred during sleep nor in 
her father’s presence. If her mother saw her begin the act, a 
sharp word would stop it, but onee begun it would be carried 
through in spite of everything. The second case died as an in- 
direct result of her masturbation. She was the only child of 
a mother 43 and a father 30. Her habit, taught her by her 
mother, was to rub the vulva with to and fro movements while 


sitting cross-legged on her mother’s thigh. Finally at 20 
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months old, she contracted broncho-pneumonia, which, probably 
due to her increased masturbation, did not yield to careful 
treatment. The physician demanded that the habit be checked, 
which was done by the employment of some force. After fight- 
ing vigoroulsy at first, she finally surrendered, seemed to lose 
all interest in life, and permitted her attendants to do whatever 
they liked with her. She soon developed acute nephritis, with 
suppression of urine, and died. 

Cautley in 1897 reported the case of a well-nourished girl of 
11 months old, with negative family history and with no per- 
sonal history of worms, leucorrhea, ete. She was breast-fed 
for three months only. The mother advised that for two 
months the child had had a habit of ‘‘straining’’, which had 
become more and more frequent. She would cross her legs 
and rub her thighs together, with hands tightly crossed over 
the chest. She would get very red in the face, sweat freely, 
and seem quite exhausted, each performance lasting about two 
minutes. Abt in 1907 reported the case of a girl 8 months 
old. Her parents were cousins. She practiced simple thigh 
friction, which was followed by marked lassitude and prostra- 
tion. Rachford in 1907 reported the case of a girl 6 months 
old, whom he saw at 3 years. Her father was an alcoholic, her 
mother a neurasthenic. Her attacks, four or more in 24 hours, 
were worst when she was constipated. She practiced thigh fric- 
tion, rocked, got red in the face, became excited, perspired, and 
often slept five or ten minutes. She was apparently cured in 
four months by force, mild punishment, bribery, soothing oint- 
ments, potassium bromide, and belladonna. Jacobi in 1889 re- 
ported the case of a girl 3 months old. She masturbated as 
often as ten times daily. She would bring her thighs together 
and rub them, perspire, and appear exhausted. Hand in 1907 
reported the case of a girl 3 months old. Her fontanel was 
open at 20 months. She had many attacks daily of thigh fric- 
tion, followed by flushing, pallor, and perspiration. Her affec- 
tion was charged to oxyuris vermicularis, and was apparently 


cured by the use of santonin, quassia, nerve sedatives, topical 
applications, and tonies. 


Case. I wish to report that of a girl born in the District of 
Columbia in November, 1911. Her maternal grandmother, of Italian 
descent, after being divorced from her husband, of French descent, 
was for many years the mistress of a house of prostitution in New 
Orleans. Her father is a native of Indiana, of German-English 
descent, is intellectual and cultured, now practicing chiropractic in 
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Washington, was 23 years old at time of marriage, ignorant of 
his wife’s family history. Her mother was born in New Orleans, 
was fairly well-educated in the public schools, was studying music 
when married at 19. It is the father’s belief that the mother had 
cohabited with other men prior to marriage and that he was not 
responsible for her second pregnancy, which was ectopic and from 
which she died after undergoing three surgical operations in a fort- 
night in a Washington hospital. 

The birth of this patient was instrumental. She was breast-fed 
for 5 months. When 11 months old, her mother’s death occurred. 
From December, 1912, to November, 1916, she was taken care of 
by her paternal grandmother in New Orleans, since which she has 
been with her father and stepmother in Washington. She began 
to walk at 11 months and to talk at 12 months. She has always 
been wiry but never robust, and is somewhat undersized and 
anemic at present. She has never been dangerously ill but has 
suffered attacks of measles, pertussis, and tonsillitis, and had a 
“weak stomach” until about two years ago. Her school life began 
at 6, and she is now in the third grade. She is considered lazy 
in her studies but very bright otherwise. In conversation, she 
manifests precocity, talks much like an adult, comprehends most 
surprisingly what others say to her or in her presence. She en- 
joys play, just as other children do, and is fond of dolls as the 
average girl. She seldom plays with boys, and when she does, she 
likes to touch them and “bump into” them. Her disposition ‘is quite 
stubborn, and she seems to be extremely absent-minded. At 3 years, 
she was taught to dress herself, but even now she has to be told 
over and over again every morning just how she must proceed. 
One of her interesting diversions is very careful inspection of the 
clothing worn by women, after which she can describe such clothing 
in detail. 

At 3, her father was amazed one day to learn from his mother 
that the patient had masturbated most all her life. The practice 
was begun during her first year, the exact date not known, and 
the grandmother had done all in her power to stop it without suc- 
cess. I feel that the grandmother deserves a good deal of credit 
for making this discovery, for it is not an easy discovery to make, 
and it is very certain that thousands of infants do masturbate often 
and for long periods without the slightest suspicion of such a 
thing on the part of their parents, nurses, or other attendants. Pre- 
sumably, her act was performed by thigh friction at first. It was 
observed that she would struggle with her thighs and hips, would 
perspire freely, would really act quite like an adult woman in an 
orgasm. As she grew older, she would press down upon the geni- 
talia with one hand on top of the other, usually flat on her back 
and with all her clothing on. She was never seen masturbating 
more than once daily, and there seemed to be no special hour of 
the day for it. The grandmother, the father, and the stepmother 
worked hard during all these years to break her of the habit: they 
tried kindness and cruelty, reward and punishment, everything 
suggested to them, but unavailably. Once, her father compelled her 
to masturbate in his presence, hoping thereby to shame her into 
surrender. It made no difference with her . Two years ago, her 
angry stepmother put her (with all her best clothing on) into a 
large bath tub, turned the water on with full force, and assured 
her that she was going to drown her. She finally believed that her 
stepmother was in earnest and began to scream wildly for help from 
the neighbors. She was frightened into making splendid promises 
but masturbated the very next day. Her parents required her 
not long ago as punishment to give her bracelet, her hat, and 
other things which she prized most highly to other children. She 
was broken-hearted to lose these articles, but she went on abusing 
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herself just the same. The father is strongly inclined to charge 
the habit to maternal influences, and it seems that he is justified in 
so doing. In her infancy, she was cared for to some extent by a 
colored woman of all work and by a young colored girl, who were 
trusted implicitly by her parents and whom they never felt ‘any 
justification to accuse. She lately informed her father that she 
used to masturbate while in bed with her grandmother. She does 
not hesitate to admit that she has always derived pleasure from the 
performance. Asked why she does it, she simply replies that it 
is ‘a habit’. She declares that she does not know when nor where 
nor how she acquired it. P 

In October, 1918, the parents told me their story and sought my 
advice. A few days later, we took our patient to Emergency Hos- 
pital with the understanding that on account of her vicious con- 
duct she would have to be operated upon. She had manifested 
no particular discomposure while getting ready for the journey to 
the hospital, but she did appear unusually calm and solemn while 
en route. Upon our arrival, I called the Resident Surgeon to my 
assistance. We placed her upon an operating table and examined 
her genitalia, which seemed normal except for being somewhat over- 
developed. In a most serious manner, we talked to each other about 
the grave operation contemplated. She kept her eyes fixed upon 
us and listened to what we were saying with bated breath. We 
explained to her that the operation would be most extensive and 
mutilating, that she would thereafter be abnormal and deformed, 
telling her that we had performed this same operation with bril- 
liant success upon other girls like herself. She believed that we 
meant business and finally broke out crying pitifully and begging 
for mercy. We then consented, upon her promising us to behave 
properly in the future, to postpone the operation indefinitely, or 
until she might be seen again abusing herself. She has _ been 
watched almost constantly since that time, particularly when in the 
toilet room and when awake in bed, but has not been seen once 
in the act of masturbation nor has she at any time alluded to her 
hospital experience. 


Will this girl’s masturbation affect her mentality later in 
life? Will she be able to marry and have sexual intercourse 
normally? Will she be able to get along well with her husband? 
These questions in the light of our present knowledge might 
be answered either positively or negatively, arguments pro and 
con may be readily presented, but it would be most interest- 
ing and helpful to observe her future in these respects. Also, 
it will be determined in time whether the fright occasioned by 
the threatened operation may produce a frigidity or mental 
abnormality in our patient. 





TREATMENT OF URETHRITIS.* 


By. DR. M. H. FOSTER, Alexandria. 


Introduction—It is not the purpose of this paper to propose 
anything new, but rather to suggest the application of certain 


*Read before the Louisiana State Medical Society, meeting of April 19 to 21, 1921. 
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now well established factors of treatment with greater dili- 
gence and uniformity and also to secure the recognition of 
venereal infections upon the same status as any other infectious 
disease. Meningitis has never been considered a jocular mat- 
ter. Neither is gonorrhea a joke! Few of us could detect the 
difference microscopically. Economically and epidemiologically 
however, meningitis may well be viewed lightly in comparison 
with gonorrhea, for as Mr. Albert (the famous specialist on 
City Building) says, ‘‘Gonorrhea and its consequences levy 
a far greater toll upon our communities than any other com- 
municable disease.’’ During the present year I have treated as 
many as 70 gonorrhea patients in the same day, and on another 
date have examined 40 to 50 smears for diagnosis or treatment 
eontrol, and I believe with Alex N. Thompson of New York, 
that the number of new infections is not on the increase, but in 
some places at least it is now beginning to decrease. 

It would not seem to the best interests of the community for 
all practitioners to refer every gonorrhea patient to the special- 
ist for every practitioner of medicine should be active in the 
campaign for safe and sane education; and 100% co-operation 
is necessary for protection against the foreign wolves of the 
popular advertisement, ignoramuses in general, and from the 
resident representative of that maladjusting Lochinvar from out 
of the West. The qualified doctor with adequate equipment 
is considered fitted to treat whatever conditions he may be suffi- 
ciently interested im, but if he be not fitted to do full justice 
by his patient, he should promptly refer him to the best avail- 
able talent, and frankly furnish him with a definite reason for 
his action, insisting at the same time that he go to the colleague 
to whom he has been referred and not fall into the hands of any 
convenient faker. 

Anterior Urethritis—With all due respect to the prevalent 
teaching that gonorrhea is a self-limiting disease, I continue 
to note widespread dissatisfaction in regard to the amount of 
time commonly consumed during its self-limitation, and I must 
remark further that there is a certain discontentment because 
of the complications which customarily follow. Herein lies the 
argument for treatment, the appeal for abortive treatment, 
which follows: 

1. Rest in bed, allowing bland diet and fluids liberally. 
Sweet milk seems especially favorable, but strictly liquid diet 
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is obviously undesirable for we wish to mobilize every force 
of the body to repel an invasion, and a stiff resistance is un- 
likely on liquid diet. All the heavy red meats, pastry, highly- 
seasoned and spicy drinks, alcoholics, ginger ale, even Coca 
Cola, are eliminated from the diet. Tea and coffee are spar- 
ingly allowed. 


2. Urethral antisepsis is very well accomplished with 1% 
to 2% Mereurochrome injected after urinating, repeated one to 
two hours apart, and held for five minutes. Asepto pistonless 
syringe No. 204 is used. All piston syringes for urethral injec- 
tion belong back in the past century. The silver salts may be 
employed if preferred, but do not seem quite so certain to ar- 
rest the discharge. 


3. Frequent, systematic flushings are insured by the copious 
ingestion of fluids, and this is in every way preferable to grav- 
ity irrigation, so dangerous at this stage. This will prevent 
the deeper extension of pus with resulting folliculitis, lymphan- 
gitis and lymphadenitis. After three days the treatment is 
suspended for two days observation, and if gonococci are found, 
he is placed on methodical treatment, but if unable to demon- 
strate organisms the. abortive plan is considered successful. 


From the present point of view every case with unarrested 
and persistent discharge is considered complicated, for the 
erypts of Morgagni, and glands of Littré are involved, which 
means submucous extension, and in three or four weeks the 
posterior urethra is practically always invaded. The patient is 
kept on Silvol injections 4 to 6 times daily, until both germs 
and discharge are absent, then a medium-sized sound is intro- 
duced, and the Corpus Spongiosum is vigorously rubbed with 
the fingers to iron down its follicles against the sound. Gono- 
cocci remaining absent, it is now time for the healing atsrin- 
gents—zine, lead, copper. 

Infiltrated follicles which resist the ironing out process, may 
he destroyed by the proper application of silver nitrate, or by 
the fulgurating electrode. Periurethral abscesses of large size 
must of course be opened by incision and drainage from the 
outside. I have encountered two cases with collections of pus 
the size of a duck’s egg. My present case was doubly endowed 

-one navicular, and a larger near the bulb. He came to me 
because of acute retention. 
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Posterior Urethritis and Prostatitis. They are commonly as 
sociated, and when this kind of a patient comes to the doctor 
for a stricture, his ‘‘stricture’’ should be put in quotation marks, 
and put him into a tub of water nearly hotter than he can 
stand it, which will promptly relax his spasm, and release the 
retention. Gravity irrigations, and intraurethral instrumen- 
tations have no place during the acute inflammatory stage of 
either anterior or posterior urethritis. In addition to the hot 
sitz baths, hot rectal irrigations may be employed with the idea 
of applying a pelvic poultice, but failing to relieve the pain 
with this, suppositories of opium, belladonna, and icthyol are 
demanded. The bowels must be kept open and soft. When 
the acute process has passed, the prostate must be emptied of 
its contents by means of the expressing finger, and the urethra 
immediately cleansed with a copious irrigation. Presently the 
deep instillation of silver nitrate is begun in strengths pro- 
gressing from 144% to 2% as tolerance is acquired. 


In addition to the benefit from drainage of infected secre- 
tions, the increased nutrition due to local hyperemia is probably 
of even greater value. As the expressing finger is borne down 
upon the prostate it is rendered temporarily anemic by the 
crowding out of blood, and as soon as the pressure is released 
it immediately becomes hyperemic from the return circulation 
with added nutrition. The active hyperemia is carried to the 
posterior urethra by means of the deep instillation; the inflam- 
matory process subsiding and tolerance to the increasing 
strengths of silver increasing as a healthier reaction is obtained. 

The Keyes syringe is so faulty in design that it is absolutely 
worthless. This I abandoned several years ago, and in its stead 
I attach a small Luer to the usual cannula by means of a metal 
adaptor, having screw threads for cannula and slip fit for syringe. 
I was using this for several years before the announcement of 
Neil Moore’s device, but as mine is more simple and durable, 
comprises less hardware, is more efficient and economical, I 
still maintain its superiority, if not priority in the literature. 


Seminal Vesiculitis. If the doctor too often neglects the pros- 
tate, he more frequently ignores seminal vesicular involvement 


® °,° w » . > 
as a consequence of urethritis. Koll, of Chicago, reasons from 


an anatomical basis ‘‘inasmuch as the fascial capsule of the 
seminal vesicles is a reflection in common with the prostatic 
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sheath, it is impossible to have prostatitis without seminal vesi- 
culitis.’’ Though abscess formation is unknown, there may be 
considerable accumulation of pus (with or without gonococci) 
which can be emptied by the expressing finger. An acute ex- 
acerbation may start perivesicular infiltration, with or without 
pelvie peritonitis. This will lift the common capsule of the 
prostate and vesicles as one exquisitely tender mass, and will 
spread it wide of the median line, so that the palpating finger, 
introdueed into the rectum encounters the tumor almost as a 
perpendicular wall. Retention of urin is apt to follow, but 
catheterization is to be avoided. Non-operative treatment is sim- 
ilar to that given for prostatitis. The pathology of the female 
gonorrheal pelvis has been well understood for a long time, but 
the above constitutes the male type of gonorrheal pelvis, par- 
ticular knowledge of which dates from Eugene Fuller’s paper 
in 1893, which was followed by others in 1901 and in 1909, 
while in June, 1912, at the Atlantic City session of the A. M. A., 
and after an experience of 254 Seminal Vesiculotomies without 
a death, he carefully classified the variety of conditions for 
which the operation may be done into four groups: 


1, Beginning his work for the purpose of drainage, and for 
relief of the urinary symptoms, he next operated some because 
of 2. Genital or Sexual disturbances, 3. A very few for nervous 
and mental deviations, while he admits 4. That it was not until 
his 38th case that he became awake to the fact that it could be 
employed for the radical cure of toxic or absorptive rheuma- 
tism. 


This is one of the three great contributions of our time to 
the surgical treatment of gonorrheal infections, and if there was 
one strong man in every considerable community skilled in its 
performance ‘‘the ready-made shots for clap factories would 
lapse for lack of patronage.’’ (Ludvig Hektoen.) 


It is interesting that Fuller states as his belief in 1912, that 
the arthritides were not produced by gonococci at all, but by a 
streptococcus which followed remotely, sometimes, in the wake 
of the gonococci, while it was about two years later that E. C, 
Rosenow (then of Chicago) announced his famous discovery of 
‘The Selective Affinity of Streptococci for Certain Anatomical 
Structures.’’ Two years ago, overlooking Fuller’s work, based 
directly upon etiology and pathology, I fear that we went over- 
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much to the Belgian orthopedists for Willems to mobilize our 
gonorrhea symptomatically, as it were. 

Epididymitis. While the occurrence of epididymitis is vari- 
ously given as from 10% to 25%, its rate of incidence will de- 
pend much upon the practices of the patient infected, and the 
doctor in charge. The treatment is nearly always surgical, 
and the method employed must be practical, relieve pressure, 
and maintain drainage. The puncture of Baermann (1903), 
fails to maintain drainage, and is impracticable in multiple ab- 
scess formation, as well as in the presence of considerable swell- 
ing. The operation of Hagner involves a maximum handling of 
the tissues in the presence of acute infection, and is far too 
radical to ever become popular. The vasotomy of Belfield, alone, 
is insufficient to meet any of the requirements, All three are 
therefore eliminated by definition. 


In May, 1919, James, of Toronto, published his technique 
which secures direct approach to the structures involved, with a 
minimal handling of the tissues, thereby causing epididyotomy 
to become more popular than ever before. 


The rational non-operative treatment of epididymitis con- 
sists of rest in bed, proper elimination, ice cap to scrotum at 
first, followed later by the hot-water bag, and correctly sup- 
porting the testicles with adhesive plaster. The plaster shelf 
from thigh to thigh is uncomfortable and a nuisance. The strap- 
ping should be in the form of a sling, encircling the scrotum, 
which is held well up to the pubis, and having either end at- 
tached in the neighborhood of the umbilicus. I am in favor of 
the plastery, greasy, tarry applications so often used, mainly 
since their apparent object is to fill the patient’s mind with ut- 
ter disgust and abhorrence for the condition which brought him 
to this treatment of tar and feathers. And if their apparent ob- 


ject is their real basis, they should be consistently applied 
amongst all the hairs and unkept surroundings generally. 


Stricture. Due to a richer blood and lymph supply, the 
most frequent site for stricture formation is in the bulbous 
portion, and the next is in the navicular portion of the urethral 
eanal. For therapeutic purposes we may consider that all 
strictures are of two kinds. The infiltrative stricture, the result 
of infection, and the traumatic stricture, the result of improper 
attempts at operative procedure. Formerly, according to the 
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teachings of Otis, urethrotomy was the practice, but for the 
past three decades the absorptive philosophy of Oberlander, 
Wossidlo, Valentine and Kohlmann, has completely revolution- 
ized the treatment of stricture, so that now less than 5% of 
these strictures are cut. The Hume-LeFort outfit will secu:~ 
entrance primarily to nearly all urethral constrictions, while 
the systematic induction of hyperemia by the use of sounds 
gradually increasing in size, will eventually produce the ab- 
sorption of all strictures of infiltrative origin, more than 95%. 

Since this paper was written, the author has been using in 
place of the Hume-LeFort, the Phillips outfit which is flexible 


thruout, and is therefore far more gratifying to both patient 
and operator. 


DISCUSSION. 


Dr. H. W. E. Walther, New Orleans: A few points as regards the 
management of urethritis and its complications might be stressed 
here. First, as regards the drugs to use. Visitors incessantly put 
the query: What is the latest thing to use in gonorrhea? And we 
have to reply that there is nothing new that has any value over any 
of our older remedies. Acriflavine and mercurochrome have both 
fallen down miserably. Silver nitrate, protein silver salts, zinc, 
lead, and permanganate of potash are still our mainstays. 

Second, as regards handling the individual case. Gentleness will 
get one further towards success than any other one consideration. 
This is particularly true in giving injections or irrigations. Again, 
in the passing of instruments, by employing a sterile, water-soluble 
lubricant liberally and again using gentleness much unnecessa 
suffering will be avoided as well as unwelcome complications evaded. 
For dilating the urethra I have abandoned steel sounds for flexible 
silk urethral bougies. They serve exactly the same purpose and 
are by far less traumatising. 

Third, Dr. Foster has emphasized again the importance of mas- 
sage in the treatment of chronic prostatitis and seminal vesiculitis. 
The general profession have still not fully awakened to the import- 
ance of treating these complications as they should. That these 
structures furnish foci of infection of no mean degree there is 
no longer a doubt. And unless infection in these structures is 
completely eliminated the patient may sooner or later become a 
eandidate for chronic invalidism. 

Dr. R. W. Faulk, Monroe: In the treatment of gonorrheal ure- 
thritis the essayist has well brought out the newest, latest, and 
best ideas. As a remedy, mercurochrome has certainly given great 
relief, I was in Johns Hopkins Hospital in the service of Dr. Young 
at the time they were using mercurochrome and saw the use of it 
in his clinic in 1919. Just before the literature was given to the 
Journal of the A. M. A. I had a case of chronic urethritis that I 
failed to relieve before leaving home, and'I secured a three ounce 
bottle of mercurochrome that they were using in the clinic, took it 
back to Monroe, and used it with beneficial results in my chronic 
case. So I believe it is one of the best injections we have for 
gonorrhea, 1-1000 mercurochrome. 


Another point in regard to vaccine: I had treated one special 


case for two years. This man had gone to different physicians. 
I used the treatment as described, a silver preparation, and irriga- 
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tions as su gested by Dr. Foster, and this man and his physician 
had about despaired of getting him cured. At that time I continued 
to use 1-1000 mercurochrome solution, the patient using it three 
times a day. Three times a week he came to my office to have his 
urethra irrigated with 1-4000 permanganate solution, and once a 
week I would introduce a sound and dilate the urethral canal to 
24, and with the aid of Dr. Beale, a laboratory man in St. Francis 
Hospital, Monroe, I massaged the prostate gland and found much 
of the trouble was in that gland. With the use of 1-4000 perman- 
ganate solution for irrigation purposes and the use of mercuro- 
chrome, together with the Lederlede vaccine, which consisted of 
13 doses, the patient was entirely cured. 





ACUTE ILEO-COLITIS IN INFANCY.* 


By M. S. PICARD, M. D., Shreveport. 


To read on a subject as Ileo Colitis to assembly of pediatricians 
would seem like reading a paper on a hackneyed subject, if this 
was not one of importance to all practitioners for it represents 
a disease with the highest mortality in infancy. I feel that in 
North Louisiana where I am located the disease is much more 
prevalent than in New Orleans or in South Louisiana. In five 
years’ general practice in South Louisiana I have seen fewer 
eases than are seen by general practitioners of this locality. 
Fewer cases entered the Charity Hospital at New Orleans dur- 
ing my association than are entered here. Much fewer when 
you consider the difference in population. There is scarcely 
a season in which I see less than one hundred cases. Perhaps 
a factor in the great number is the surrounding oil-fields. An 
oil-field worker lives under rather poor hygienic conditions, es- 
pecially if a new field has been opened. A two or three-room 
house quickly constructed, poorly built, roof covered with tar 
paper. There is one thing that I can say of the water supply; 
in establishing camps it is especially good, being condensed 
water from steam. This is piped in nearly all of the houses; ice 
as a rule freely available. 

The question of heat is much over rated as a causative factor 
of this disease. It is found principally during the warm months. 
The cases usually appear about the 15th of April, reach the max- 
imum intensity about the 1st of June, then gradually decline. 
During the extremely hot month of August, the number of 
eases decreases materially until about the 1st of September 
when there is a return but not with the intensity of April or 


*Read before the La. State Medical Society, meeting of April 19 to 21, 1921. 
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May. It seems to reach its height during the period of change- 
able weather. ‘Whether the beginning of the warm months 
lowers the child’s resistance, making it more susceptible to 
the disease is a question. Another factor which is given too much 
place as a cause is spoiled or decomposed milk. Take the 
age at which most cases are seen, between the fourteenth and 
eighteenth month you see the greatest number, the amount of 
milk taken at this period is very small. In an oil-field camp 
milk with the exception of condensed and dried milks are unob- 
tainable. The possibilities of this kind of milk spoiling is much 
less than cow’s milk. That milk is only a minor factor in pro- 
ducing a disease is best illustrated in the army, soldiers on a 
march and active war duty get little milk; water in contradis- 
tinction from typhoid plays a very small part in producing the 
infection. 


The more I have observed this condition the more convinced 
I am that fruits and fresh garden vegetables play a more im- 
portant role than is usually given them. Among these are new 
potatoes, the fresh garden peas of different types, the small 
yellow plum; one of my confreres in an adjoining town calls 
this plumitis. Spinach and carrots seem to play no part in its 
causation. There is a possibility that the disease is produced by 
a carrier in the sense of diphtheria or meningitis. It may be a 
disease where the immediate host is not recognized. Tracing 
the origin of different cases is often interesting. I recall a case 
in a country doctor’s child; this doctor attended a case about a 
third of a mile from his home, a case that occurred in winter 
which is rather rare. About one week after this case developed 
the doctor’s child showed symptoms of the disease, he was not a 
earrier in the sense of typhoid through the stools. The house 
was thoroughly screened, there were no flies and I believe that 
they play an important part in the conveyance of the infection; 
either the father was a direct carrier or carried the infection 
on his hands after examination of the stools. Goppert reports 
the case of a soldier who was discharged from the army after 
an acute ease of dysentery. He returned home, infected the 
household, his youngest child, aged four, died from the disease. 


The most common bacteria found in the stools are the Shiga 
Flexner, the bacilli of His, Strong bacilli and the bacilli pyoey- 
anese, gas bacilli, streptococci and staphylococei. Tleo-Colitis 
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is only mildly contagious, it is rare that more than one are 
infected. I recall one instance where four and in several in- 
stances where two or three; twins are the exception. 
Pathological lesions are found principally in the large intes- 
tines, though at times the small intestines can be slightly in- 
volved. There can be a catarrhal infection, at other times su- 
perficial ulcerations. In some there is a hyperplasia of the solitary 
follicle Peyers patches. In some a diphtheritic-like membrane 
is found involving large areas. The ulcers can he exceedingly 
numerous. At times the prolapsed anus is a mass of ulcers. 
The ulceration of dysentery differs from the ulceration found 
in typhoid, being more rapid in its course. Within the first 
three days the ulceration is complete; what is seen later is 
more or less a healing process. This explains why cases dying 
in a short time can show most marked intestinal changes. 
Special Symptoms. Besides local manifestations of toxic na- 
ture, evidence of a general toxemia are present as described 
by Peiser and Usner, symptoms which point to exaggerated ac- 
tivities of thyroid and adrenals. Graef’s Sign, infrequency of 
winking, slight weakness of the rectus internus, dermographism, 
bright shining eyes, increased sweating and flow of saliva, 
marked diminution of urine at the beginning of the disease and 
marked increase during the convalescence: At times striking 
rapidity and slowing of the pulse. Symptoms pointing to the 
vagus and sympathetic system. The most important symptom 
however, is the intoxication that takes place; this can vary 
from a slight stupor to a complete loss of consciousness. The 
length of this toxemia varies from a few hours through the 
whole length of the disease. Some are so overwhelmed that 
it is thrown off with the greatest difficulty. I recall a case 
that persisted long after the temperature and stools became 
normal. However, temperature and toxemia go hand in hand; 
with the dropping of the temperature to normal, the toxemia 
clears up. Frequent bowel movements are often more desirable 
than constipation, as they drain the intestines of these toxins. 
Fevers: The height of the temperature at the beginning is 
as a rule, 102-104 degrees. This lasts about two or three days 
when it becomes more moderate and continues moderate dur- 
ing the whole course of the disease. <A rise in temperature after 
a protracted course frequently foreordains an early death. The 
height of a first temperature bears no relation to the mildness 
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or severity of the disease. The fever can commence a short 
time before the intestinal symptoms arise or within one and 
a half or two hours after. Variations of temperature are. fre- 
quent, at times only a slight transitory temperature or no tem- 
perature at all. In Goppert’s 80 cases, 47 were without tem- 
perature from the beginning, other types are protracted tem- 
perature which can be only slightly influenced. In this type 
of temperature the fever is not influenced by the frequency of 
the bowel movements or a complete emptying of the intestine; 
this shows the intense hold of the toxins. 

Disturbances of the water contents of the body: In the be- 
ginning of this condition the loss of weight is greater than a 
loss in any other intestinal condition. The greatest loss is seen 
at the beginning but this continues during the whole course of 
the disease. The visible turgor loss which can also be told by the 
doughy feeling of the skin is greater than the water loss in 
the stools. This doughy feeling of the abdominal muscles, al- 
most scleremic, to. me is a bad symptom. Few cases of this 
type recover. 

Stools. The characteristics of the dysentery stools are mu- 
cus, pus and blood in variable quantities. At the height of 
the disease stool masses are completely gone or occasionally 
mixed with mucus. The frequency of the stools stands in no 
direct relation to the anatomical changes of the intestines. One 
ean say nothing from the severity of the stool picture. Even 
the frequency is of no consequence. Stool frequency without 
toxemia is of no consequence. Recoveries with forty to fifty 
stools are not unusual. I had one child recover whose bowels 
moved 67 times the first 24 hours. In these cases the toxemia 
was only slight. Goppert calls attention to a remarkable symp- 
tom. If when the stools become normal and constipation ex- 
ists, & purgative is given it will cause a renewal of the diarrhea. 
At this point we must be careful of purgatives. Moro has ob- 
served that purgatives increase the number of bacteria, an ob- 
servation which confirms the above statement. How often. does 
one get this history: the child was suffering with diarrhea; a 
dose of calomel was given, then dysentery stools appeared. Some- 
times the character of a stool can be of prognostic value. The 
first, mucus mixed with food contents, then mucus mixed, with 
blood and pus, then pus alone, then a green-colored.,mucus, 
then mucus with fecal contents. The stools can;,eontinue Aor 
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5 times daily weeks after the child has recovered; in spite of 
these stools the child rapidly regains its first weight. 

A paradoxical condition often appears, the stools decrease 
in number, become normal in character, the toxemia deepens 
and the child dies with a normal stool. 

Gastric Symptoms. Initial vomiting is frequent. This usu- 
ally lasts only a few days. The most severe cases are those 
with uncontrollable vomiting. This vomiting must be looked on 
as a toxemia. These usually run a rapidly fatal case about 
3 or 4 days, some as fast as the second. The appetite sinks 
to such an extent that the child refuses all food. There is 
no disease where the child is more irritable. Frequently one 
has to resort to forced feeding to overcome the danger of grad- 
ual starvation. . 

Urine. The kidneys are rarely involved. During the first 
one or two days albumen may be present. 


Relapse is not frequent. I can only recall one or two cases 
where it occurred. Negroes seem slightly less susceptible than 


whites and when it does oceur they are most resistant to the 
disease. 

Incubation. Apparently the disease has no incubation. An 
exact determination is made difficult, for the dysentery bacilli 
like the diphtheria and the meningococcus only produce symp- 
toms when the resistance is lowéred. Kuper observed 5 or 6 
days from the time of the infection to appearance of the first 
symptoms. According to Jochman there is a prodromal stage 
lasting through the 7 days in which there is apathy, loss of 
appetite and constipation. 

Goppert divides the disease into primary favorable, moder- 
ately severe but favorable, cases with protracted course and 
toxic forms. The slight mixed cases are characterized by one 
or two days diarrhea. Stools mixed with mucus and blood. 
This generally follows some indiscretion and quickly passes 
away. In pronounced cases there are usually one or two days 
slight diarrhea, then bloody stools. The disease commences 
mostly at night with high fever, loss of consciousness, then ap- 
pears the typical stool; vomiting occurs only during the first 
few hours, but by morning the temperature drops, rarely last- 
ing over one or two days. A good purgative sometimes here 
prevents further symptoms. The dysentery stool continues 3 
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or 4 days. Tenesmus usually disappears with a dose of castor 
oil. If one does not get immediate results with laxatives, then 
we are dealing with a more severe case. 

Cases with protracted fever. While dysentery is associated 
with moderate temperature, at times we see cases with marked 
remissions and continuous temperature for 2 or 3- weeks or 
longer. Great care must be observed in these protracted cases 
in ordering a starvation diet as collapse and death can occur. 

Toxic Type. This is generally ushered in with high temper- 
ature, delirium, somnolence, extended to deep stupor or com- 
plete unconsciousness. A meningismus may be present. The 
head rocks continually, the stupor deepens, at times the in- 
fant seems to be in a cataleptic state, the pulse rapid, the abdo- 
men retracted, frequent bloody stools, tenesmus, toward the 
end terminal convulsions. There is scarcely a disease in which 
death appears so long after the disappearance of the radial 
pulse. I have seen it go as long as 8 hours. 

Primary Malignant Types. Aside from the cases in which 
not the severity of the disease, but exhaustion and complica- 
tions lead to death, there are cases which are malignant from 
the beginning. Death is in all probability due to anatomical 
changes in the intestine. Fever can be present or it may run 
its course without temperature. Characteristic for this is 
apathy, collapse, persistent and uncontrollable vomiting, doughy 
consistency of the abdominal muscles, paralysis of the sphincter 
ani, passing of gangrenous shreds. I recall a type of this case 
which ran its complete course in 2 days, collapse vomiting, un- 
consciousness from the inception. 


Diagnosis. Diagnosis is made from the general symptoms 
and the type of the stools. Mucous, purulent, bloody stools, 
colic and tenesmus. Some cases however can run their course 
without these symptoms being very marked. Other diseases may 


produce this type of stools as sepsis, grippe and meningitis. 
1 recall a case of measles last winter with diarrhea and bloody 
stools as a complication in which the number of stools were far 
greater than any,I have seen with dysentery. They occurred 
at intervals of 3 to 5 minutes, the duration was a week, no tox- 
emia was present. This winter we had an epidemic in which 
one of the characteristics was bloody stools. There was no 
tenesmus or toxemia. It was very mild, lasting only 3 or 4 
days. None of these children appeared seriously sick. 
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Differential diagnosis must be made from rectal prolapse, 
foreign bodies in the rectum and intussusception. In polypus 
all symptoms except bloody stools are absent: in foreign bodies 
there is a marked difference between the general symptoms and 
the desire for stools. Intussusception the blood far exceeds the 
mucus; both show collapse but invagination does not give the 
history of the prodromal diarrhea. The presence of a tumor 
by palpation or per rectum makes the diagnosis. 


Prophylais consists in careful watching and overlooking the 
diet at the time dysentery usually appears. Experience shows 
that it generally follows gross indiscretions in diet. Care must 
be taken in eating fruit and green vegetables at this time. Proper 
care must be taken of excretions to prevent household infec- 
tions. I do not believe that it is contagious enough to re- 
quire isolation. 


Prognosis. The younger the infant the higher the mortality. 
Dunn reports the mortality 14.5% in the floating hospital. 
Flexner and Holt’s mortality is 35%. Cases appearing in 
winter are more fatal than those in the summer. 


Therapy. Specific therapy has a few friends and has had no 
success in my hands. The keynote in the treatment is to keep 
up the water balance and prevent inanition. I believe as many 
children die from starvation as from the disease. The habit 
of prescribing lactose solutions recommended in textbooks is to 
be deplored. How many children have I seen feed over long 
periods on rice water, barley water, broths and liquid pep- 
tonoids, foods of extremely low calorie value. How many cases 
have I seen fed by this method whose tolerance for food has 
sunk so low that assimilative power is gone. A gastric insuffi- 
ciency develops that makes it intolerant of food. The least in- 
crease in food can cause a collapse. According to Goppert 
long continued hunger instead of causing a decrease in diarr- 
hea causes an inerease in diarrhea and intoxication. 

Therapy of dysentery begins with a thorough emptying of 
the intestines. The remedy of election is castor oil. The more 


1 see of the use of Calomel, the more I have become prejudiced 
against it in the inception of the disease. Calomel in its action 
produces a mucous stool and this is to be avoided. To derive 
any benefit of purgation it must be given early. After 3 days 
little benefit will be derived from them as the intestines then 
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contain little remnants of food and the disease has reached its 
height. It is of little benefit in an exhausted, starved and_ de- 
hydrated child. A tablespoonful is given. This is given 
in spite of vomiting as it is of toxic nature and taste has no 
influence in aggravating it. All efforts must be taken to keep 
up the water balance. The presence of stupor or unconscious- 
ness is no contra indication. The habit of giving a child water 
by the dropper or the teaspoon in this condition is too uncer- 
tain. The time spent in its administration is too exhausting 
on a child. Water in large quantities is administered through 
the nasal tube. It is wonderful at times how quickly the toxemia 
will clear up and the turgor increase. If vomiting is present, 
one or two stomach washings may help. If vomiting is of un- 


controllable nature, saline solution is given intraperitoneally. 


I am sure that I have saved a few almost hopeless cases by this 
method. Normal saline or 5 to 10% glucose solutions can be 
used, 8 to 12 ounces, even more can be given, depending on the 
age of the child. I have never seen any harmful effects from 
the use except we too frequently have the tendency to wait 
too late. I have no experience in giving fluids through the longi- 
tudinal sinus, nor would I elect it as the amount introduced 
would be too small to be of material benefit. If the child is 
nervous and restless chloral and bromides are given. Drugs 
are of no value in shortening the course or modifying the type 
of the disease. I have never seen the least benefit derived from 
any. I have abandoned the use of opium as I feel that its use 
is harmful, it prevents free drainage by inhibiting peristalsis, 
causing an increase in the absorption of toxins, nor do I use it to 
prevent tenesmus or prevent colic. I have long since abandoned 
the use of irrigation, aside from flushing the first day; I have 
found it of no benefit and in my experience keeps up the tenes- 
mus. 


Since I have abandoned the use of irrigation I have scarcely 
had to treat the tenesmus for without the use of rectal irriga- 
tion it usually disappears about the third or fouth day; even the 
taking of the temperature by rectum can increase the tenesmus. 
Anyone who has stood by the bedside and watched the nurse 
take temperature by rectum will see its irritating effects. I 
have seen the rectum prolapse by this slight irritation. Water 
by proctoclysis on account of this irritation should never be 
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given. Any way it is futile as the rectum will not tolerate a 
tube at all. 


Dietetic Treatment. I have before mentioned the principal 
object of treatment is to prevent starvation. I treat this con- 
dition as typhoid, using forced feeding if necessary. <A too long 
starvation or one sided food makes the condition worse, in- 
creasing the toxin. Milk in any form is harmful. I have not 
found clinically, to quote from Morse and Talbort text-books, 
that the dysentery bacilli, streptococcus and the colon bacilli 
belong to a class of facultative bacteria. This class of bacteria 
ean thrive on either carbohydrates or protein media, they pro- 
duce harmless products from carbohydrate and toxic from pro- 
tein. Clinical experience demonstrates that protein is harmless. 


When first commencing to treat this disease after a few disas- 
trous cases I came to the conclusion that breast milk being the 
ideal food was the best method of treatment. My mortality un- 
der this method was greater than any of the other previous 
ones. It took me over a year to discover that it was breast 
milk that was doing it. In going through statistics reported 
by other pediatricians found this also to be true, but was not 
observed by them. If a child is fed on the breast I immediately 
take him off of mother’s milk, cocoa seems to have a special 
affinity and curative action on the lower intestines. I use a 
method of feeding recommended by Myer. The child is fed 
every four hours. At 6 o’clock Cocoa; 10 o’clock, Cocoa and 
junket ; 2 o’clock, broth and scraped beef; 6 o’clock, cocoa and 
junket; 10 o’clock, cocoa. 


In 24 hours one can see the effect of cocoa on the character 
of the stool. It commences to show semi-solid fecal contents. 
Of course there are many bad ones, but the type has changed. 
On the 3rd or 4th day toast and egg are given. This is a 
proteid diet of high caloric value, The cocoa is made with 
water, a teaspoonful to the cup of water, sweetened with sach- 
charin; at the end of a week, potatoes and baked apples are 
added. A favorite way of treating this in Germany is by the 
whey method of Frank: first day 5 feedings, 50 grams of whey 
and 50 grams of barley water; second day, 60 grams whey and 
60 grams of barley water; third day, 75 grams whey and 75 
barley water, then gradually increase. At the end of the 5th 
or the 8th day a teaspoon of whey is replaced by one of milk 
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and this is gradually increased. At the end of the 14th day, 
400 grams of milk, 400 grams of oatmeal water and 200 grams 
of broth are given. The disadvantage of this method is that a 
ealoric poor diet is given and a danger from starvation. 


DISCUSSION. 


Dr. J. A. Storck, New Orleans: I believe most cases of the char- 
acter described and met with are due to infection by the bacillus 
of Shiga or bacillus coli communis. It has been said that one-fifth of 
the flies in our public market are infected in that way and act 
as carriers. I have seen quite a number of these cases with the 
usual onset as described by Dr. Picard. I have seen the tempera- 
I presume most of this 


ture run up to 105 and last for 12 hours. 
audience are acquainted with this trouble. 


I have but a few words to say in regard to the treatment. For 
a long time I used 1-10,000 bichlorid through a recurrent catheter. 
I don’t believe the antiseptic has much to do with it, but the con- 
dition often clears up quickly. Recently I have been using nor- 
mal salt solution. The suggestion made by Buchanan proves most 
valuable. That is to use frequent small doses of magnesium sul- 
phate, or sodium sulphate, every four or five hours, and an occasional 
dose of castor oil until the stools are free of blood and mucus. 
When the condition was not epidemic, I have seldom found a 
ease to be fatal. It is true, in some cases the organism seems 
to assume a more pathogenic character and when this is true or 
when the patient is below par, many fatalities occur. Dr. Duval 
recently examined a specimen of feces for me in which he found 
the Shiga organism. In that particular ease the response was very 
rapid to this form of medication. 

Dr. J. Ross Snyder, Birmingham, Ala.: I quite agree with the 
essayist that these cases of ileo-colitis are more common in children 
past the first year. I believe the vast majority of these cases are 
due not to food per se or to contaminated food, but they are mouth- 
borne in their origin. Children get hold of things that are not 
meant for food, foreign objects. 

Babies crawling over the floor often pick up things; that is 
the usual thing for them to do, and they put into their mouths 
anything they can find, such as tacks, and even up to phonograph 
records. I think that the injury produced by the foreign body simply 
fertilizes the intestinal tract for the specific organism, which is usu- 
ally Shiga or Flexner bacillus. The trauma produced there invites 
it. 

As to the treatment of ileo-colitis, I think there are several 
things to do, one of which is to clear out the intestinal tract first 
and put it at rest.» I don’t believe in daily irrigations nor the 
daily administration of purgatives or laxatives. I think what that 
intestinal tract needs is rest, and nothing will give it to you so well 
as opiates, and I think the child should have enough opiate to do it 
some good, not three drops of paregoric every two or three hours 
but enough to control the peristalsis. Then we should keep out 
of that intestinal tract anything that will further irritate it until 
the child has sufficiently recovered, permitting an abundance of 
water as the doctor suggests, and the vast majority of these cases 
will get well. But remember that bismuth is not indicated. Bis- 
muth, if it clings to the intestinal tract, has to be administered in 
enormous and oft-repeated doses. If so administered, and given 
alone, it may further stimulate peristalsis. A bolus of it alone 
going along the intestinal tract will interfere with healing. 
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Food sticks to the intestinal tract, and you will get absorption 
of toxic material and debris that ought to come away. I would 
condemn most strongly the administration of bismuth in acute 
ileo-colitis. 

Dr. M. S. Picard, Shreveport (closing): In regard to foreign 
bodies, I would like to say a few words. I have had occasion to 
see cases, but I do not recall any children who ate dirt who were 
subjects of ileo-colitis. In cases in which there is any vomiting, 
water should be given by the nose. I know of a few cases that 
have been saved by the intraperitoneal injection of normal saline 
solution or 5/10 per cent. of glucose solution. 


RECENT PROGRESS IN OPHTHALMOLOGY.* 


By DR. CHAS. A. BAHN, New Orleans. 


Introduction.—The purpose of this paper is a brief and sim- 
ple review of a few of the many ophthalmic advances presented 
in perhaps a different arrangement from that in which they 
have been read by you in the recent literature; also to obtain 
your views on at least some of the many mooted questions, which 
will probably always be of interest to ophthalmologists, and 
to assist in their better understanding. 

Itterature and Teaching. Due to the high cost of produc- 
tion, associated with decreased research caused by the war, com- 
paratively few new ophthalmic books have appeared in the 
past several years. The American Encyclopedia of Ophthal- 
mology begun in 1913 and continued without interruption, is 
now nearing completion and is the largest and perhaps most 
complete work of its kind yet published. New editions of the 
text books of DeSchweinitz, in a much improved form, as well 
as those of Axenfeld and Roemer, have recently been published. 
A new English text book, ‘‘Clinical Ophthalmology for the 
General Practitioner,’’ by Ramsay, is well arranged and tersely 
written. Among the recent books on special subjects, are War 
Atlases by Lagrange and by Von Szilly; ‘‘Syphilis and the 
Eye’’, by Igersheimer ; ‘‘Sympathetie Eye Diseases’’, by Peters, 
and ‘‘Tropical Ophthalmology’’, by Elliott. In the realm of per- 
iodicals many changes have occurred. As a result of amalgama- 
tions the new British and the new American Journals of Oph- 
thalmology have arisen, the latter probably having the largest 
circulation of any ophthalmic publication in existence. The 
German Zentralblatt, begun in 1914, has been enlarged and now 
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includes Nagel’s Yahresbericht, which for many years played 
an important part in European Ophthalmic literature. The 
Ophthalmic Year Book is now continued as a supplement of the 
American Journal of Ophthalmology under the title of “‘Oph- 
thalmic Literature.’’ The American Institute of Medicine is 
publishing an Eye, Ear, Nose and Throat Section somewhat 
similar to the German Zentralblatt. 

It is with interest that one notes the present tendency to 
study ophthalmology from the unit of the subjective and ob- 
jective symptom rather than from that of the individual dis- 
ease, also the increased importance placed on routine syste- 
matic examination as shown in the recent writings of Foster, 
Loeb and Ramsay. These factors will probably have a prominent 
influence on the arrangement of future text-books and the char- 
acter of future teaching methods. To the American Board of 
Ophthalmic examiners and the Committee on Post Graduate 
Teaching in Ophthalmology of the A. M. A., much credit is 
due for efforts in creating a standard of competency and striv- 
ing towards its adoption and enforcement. 

Post-graduate teaching is undergoing the same _ evolution 
through which under-graduate medicine has passed in years gone 
by: longer, more elaborate and systematized training, didactic, 
clinical, and laboratory. Short intensive courses under the 
auspices of medical associations and the large teaching institu- 
tions, given at regular intervals, will meet the needs of prac- 
ticmg ophthalmologists desiring a short review of recent ad- 
vances. 


Diagnosis. Though too large, cumbersome and unwieldly for 
routine clinie and office use, the large Gullstrand Ophthalmo- 
scope affords, with a magnification of from 15 to 50 diameters, 
practically the most distinct and detailed view of the fundus 
yet obtained. With the addition of the red-free light of Vogt 
and the adaptation of the Nernst slit lamp to the corneal micro- 


scope, permitting the microscopic study of the living eye; new 
fields of investigation, already productive of important infor- 
mation, have been opened and are fraught with great future 
possibilities. ‘The small electric ophthalmoscope of May seems 
to afford the clearest view of the fundus with the greatest 
illumination and least reflex. 

The Schiotz tonometer appears to be the most accurate instru- 
ment of its kind, although several modifications and newer in- 
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struments have been placed on the market. Combined with the 
Bailliard dynamometer, interesting observations have been made 
concerning the pressure in the retinal arteries, veins and capil- 
laries. 

Pathology. Even though many of the details are not clearly 
understood, our increasing knowledge of focal infections forms 
one of the most important advances in modern medicine. That 
certain eye diseases, especially those of the uveal tract are in- 
timately connected with and most probably caused by inflam- 
mations elsewhere in the body there can be little doubt. The 
most frequent locations of these conditions which may directly or 
indirectly affect the eyes are the teeth, faucial and pharyngeal 
tonsils, intestinal tract, including the Peyer’s Patches, 
the appendix and gall-bladder; the urethra; female pelvic or- 
gans; conjunctive; skin and respiratory tract. Whether or not 
the eye becomes involved as the result of chemical irritation, 
either metabolic or bacterial, disseminated through the lymph 
or blood stream, or is the result of an actual transference of the 
specific organism to that part of the eye involved is far from 


clear in all cases. In the choroid for example, comparatively 
free from trauma, the focal character of its lesions of this type, 


and its very limited and slow lymphatic cireulation, as_ well 
as the actual finding of specific organisms in certain cases, make 
the latter theory more probable. The mode, manner and time 
of transmission ; the specific organisms involved, and the relation 
of the severity of the ocular affection to that of the asso- 
ciated lesion elsewhere and the many contributing factors con- 
nected therewith are among interesting subjects which have yet 
to be worked out. In the study of primary glaucoma we still 
do not know whether the basic cause is an increased inflow or 
decreased outflow of intra-ocular fluid, nor is the location of 
primary causative lesions certain. I believe that in years to 
come, what is now called primary glaucoma will be separated in- 
to several definite entities having very little connection with each 
other except for the increased intra-ocular tension. Widely di- 
verging theories concerning sympathetic ophthalmia are our 
nearest approach to a knowledge of its real cause. It is an 
interesting fact however, that during the first part of the war, 
practically no cases were reported and during the latter part 
and even up to this time the number reported is much smaller 
than would have been expected under the conditions which ex- 
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isted. Has this been due to the character of the wounds re- 
ceived, prompt enucleation, the physical condition of the com- 
batants or other causes? 

Another interesting fact brought out by the war was that 
Idiopathic Hérmeralopia caused by the war did not exist; that 
is, the cases were either night blind prior to military service or 
that chorio-retinal lesions, errors of refractions, ete., were caus- 
ative factors. 

The study of hypophyseal, thyroid, and other endocrine dis- 
eases and their effects on the eyes open a comparatively new 
field which though still experimental apparently affords many 
possibilities. 

Surgery. That the Elliot operation for glaucoma is an ad- 
vance there can be little doubt, notwithstanding that the en- 
thusiasm with which it was first greeted has somewhat subsided, 
due to a greater knowledge of its indications and limitations, 
in that the filtration has ceased in some eases, also that later 
secondary infections have occasionally resulted. The classical 
Graefe iridectomy apparently continues to be the operation of 


choice in inflammatory glaucoma, while the filtration type, of 
which the Elliott, Lagrange, ete., are examples, is apparently 


best suited to non-inflammatory cases. 

The best method of cataract extraction continues to be a live. 
ly topic of diseussion. Intra-capsular extractions though the- 
oretically an advance have not met the adoption of a great, 
part of the ophthalmic world. I for one, doubt whether, gen- 
erally speaking, the difficulty of technique and increased loss 
of vitreous is justified from the standpoint of the patient by 
the occasional slightly improved vision and decreased number 
of secondary discissions. The conjunctival bridge instead of 
a fiap, though slightly increasing the difficulty of technique, 
certainly reduces the risk of vitreous loss. Our nearest theoret- 
ical approach to the ideal cataract extraction will probably be 
a simple intra-capsular bridge operation, but the simple and 
safe technique for accomplishing this has yet to be perfected. 

With the possible exception of the Gillies tube flap our recent 
military work on plastic surgery of the lids has been more 
advanees of refinement than of any change in the basic prin- 
ciples. 

Military service offered unparalelled observation for the study 
of enucleation; the best method, and the after results. I thor- 
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oughly agree with Dr. Feingold who stated that the basic 
question is not so much whether or not Tenon’s capsule or the 
muscles, or the conjunctiva is sutured, but whether or not the 
orbital tissues have been traumatized. If so, a poorly fitted 
prothesis will probably be the outcome, irrespective of the op- 
eration performed, and if not, the prothesis will probably be 
cosmetically good irrespective of which of the accepted opera- 
tions has been performed. This is proven by the fact that the 
same good and the same poor results have been obtained by 
hundreds of surgeons on thousands of patients by scores of 
different operations. 


Substitutes for enucleation continue to be suggested from 
time to time. 


The introduction of foreign substances in Tenon’s capsule 


for cosmetic improvement may undergo four courses: absorb- 
tion, extrusion, encapsulation or vascularization. Of the latter, 
which offers the greatest hope of success, is fat, cartilage facia 
lata, and the tendo Achilles of the ox, some of these preserved 
im formalin or alcohol. 

Therapeutics. With the exception of diphtheria, the thera- 
peutic use of specific and non-specific proteids do not seem 
to have met the expectations of the many, notwithstanding the 
enthusiastic reports of the few, and therefore may be still 
classed as experimental. The wide difference of opinion which 
exists, may be due to a general lack of accurate knowledge of 
the exact indications, dosage and technique or to the enthusiasm 
of certain observers, associated with the fact that perhaps the 
same result might have been obtained without any or with other 
treatment. 

The results reported following the use of radium and the 
X-ray in the treatment of superficial and deep malignancies of 
the eye have on the whole been favorable, and its continued 
trial is indicated notwithstanding its somewhat disappointing 
results in retinal glioma. 

Specific endocrine medication such as thyroid, pituitary, cor- 
pus luteum, ete., are, so far as the eye is concerned, apparently 
still in the experimental stage; however, favorable results have 
been reported especially in uveal diseases by certain observers. 

We continue to search for the ideal conjunctival antiseptic 
which is not irritating and yet would destroy specific or the 
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general flora of the conjunctiva. Many have gone, and others 
have come, only to follow them into oblivion. The most recent 
and popular drugs of this type are: optochin, dichoramin, fla- 
vin and mercurochrome. How long their use will remain in 
favor can not be foretold. The great dilution of any watery 
solution by the tears, especially in inflamed eyes, to infinites- 
imal proportions within a very few moments, leads one to be- 
lieve that the nearest approach to an ideal conjunctival anti- 
septic will be in the form of an ointment possibly with a vege- 
table base, or in the form of a slowly dissolving powder. 

Sub-conjunctival medication of various kinds is still receiving 
favorable comment in the reports of certain members of the 
French school. 

The treatment of cataract continues to be surgical, and the 
one best treatment of trachoma continues to offer a wide diver- 
gence of opinion, which may possibly be explained by the dif- 
ferent character of the disease in different localities. 

Refraction. The trend of today is toward standardization, 
accuracy, and refinement in testing methods. The best, easiest 
and quickest way to determine the most beneficial and comfort- 
able glass is far from settled; also the necessity of the routine 
use of a eycloplegic, and the most desirable one from the stand- 
point of the examiner and the patient. By the use of definite 
strength test units for definite visions, and a routine method 
of testing which eliminates all possible lens combinations ex- 
cept the one best vision lens usually attainable in about three 
minutes with an approximate retinoscopy, much time and pa- 
tience is saved the examiner and better and quicker results are 
obtained for the patient. The necessity of a cycloplegic proper- 
ly used for the routine determination of the basie or practically 
unvarying refractive power of the eye, and from which the pre- 
scription for glasses is but a modification in the vast majority 
of cases, existed in about 70% of the series of unselected cases 
examined by me with and without cycloplegic to determine this 
point. By this I mean that it would have been practically 
impossible to have estimated the spherical and especially the 


cylindrical correction with any degree of accuracy without 
having previously employed a ecycloplegic. The retinoscope 
continues to be the most satisfactory objective refraction test 
for routine use. The ideal electric instrument for that pur- 
pose has yet to be perfected. 
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For practical purposes the routine use of the ophthalmome- 
ter is not justified by the information it affords, though in 
exceptional cases, such as conical cornea, irregular astigmatism, 
ete., it may be marked of service. I have not been able to get 
a practical approximation of axis and amount of the cylindrical 
error in 35% of unselected cases and either in more than 60% 
of cases. The use of the instrument for the theoretical pur- 
poses is another question. 

Conclusion. It has been my desire in the foregoing to separ- 
ate, as far as possible, that which in my opinion has, after a 
fair trial by the profession been accepted, from that which is 
still in the process of scientific experimentation rather than 
practical use. 

Medicine will probably never be an exact science, but our 
advances in that direction must come as the result of accurate 
observation and intelligent experimentation. In our enthusiasm 
to aid suffering humanity we have often accepted fact for fancy 
to the occasional benefit of its advocate and to our later disap- 
pointment. I sincerely hope my efforts may result in aiding 
you to further investigate that which is worthy of considera- 
tion and to avoid that which in the present form does not ap- 
parently justify further practical trial at this time. 


SOME INTERESTING GASTRO-INTESTINAL CASES.* 


By L. W. FORTIER, M. D., and T. T. GATELY, M. D., New Orleans. 


The first case we wish to bring before you is one of a Diverti- 
culum of the Duodenum, second portion. Case has so complete- 
ly covered this subject in his recent article in the Journal of 
the A. M. A. that we will do little more than report the case. 
A repetition of some of the important points, however, may not 
be amiss. 

No eases were diagnosed by the X--ray before 1912. They 
were seen either at operations or autopsies. That they are 


more common than ordinarily supposed, however, is shown by 
Case’s statistics. Out of 6847 Gastro-Intestinal examinations, 
85 diverticula of the duodenum were found. Of these 17 were 
of the 1st portion, 49 of the second and 19 of the third portion 
of the duodenum. Other cases were reported by Forssel and 
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Key, Rosch, Stewart, Ritchie and McWhorter, Buchman, Rob- 
erts and Cole and others. They are more common in people 
over fifty years of age and give no definite symptoms, being 
diagnosed only by roentgen examination. In looking for them 
Case has the patient lie on the right side and makes pressure 
at the duodeno-jejunal junction at the same time milking the 
meal toward the pylorus. Maintaining the pressure he turns 
the patient on his back, creating an artificial duodenal ob- 
struction and filling out the diverticulum. A change of posi- 
tion may bring the diverticulum into better view. Barium may 
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remain in the sac for days after the examination. The treat- 
ment of most of the cases is surgical unless the sac is imbedded 
into the pancreas. Amputations and invaginations are advised. 


Our case was referred by Dr. J. Hebert. White, female, age 
sixty-one. Sick for years with indigestion, becoming more severe 
of late. She had pain over epigastrium and excessive gaseous dis- 
tension. Appetite poor. The epigastric pain had no relation to 
her meals. She had periods of remission when she felt well. 

Examination showed her stomach is normal position, normal 
in outline and tonicity. Duodenal cap showed no deformity. A 
small sac, evidently a diverticulum, was seen to the inner side 
of the 2nd portion of the duodenum. The pouch remained through- 
out the examination. The appendix was seen to be kinked and 
running toward the median line. Tender on pressure. Twenty- 
four hour ileal stasis was observed. 

X-ray Diagnosis: Diverticulum of the duodenum, second por- 
tion. Chronic appendicitis. 


The patient did not undergo operation but there is little 
doubt about the diagnosis. 


Our next case is a complete transposition of the thoracic and 
abdominal viscera. While this condition is not exceedingly rare, 
the previous surgical history of this case makes it worthy of re- 
port. F. T., female, age 8, referred to Hotel Dieu by Drs. Souchon 
and De Nux. Operated one year previous for typical attack of 
acute appendicitis with right sided pain. The operating surgeon 
made the classical incision but was unable to find the appendix. 
A tube drain was left in the right iliac fossa. Four months previous 
to our examination, she had an identical attack. On examination 
dextra cordia was noted. The cardiac end of the stomach was on 
the right side, the stomach and duodenum being otherwise noted. 
At the six hour examination the caecum was seen filled on the 
left side. A large curled appendix, tender on pressure was noted. 
The appendix could be straightened on pressure but would not re- 
turn to its former shape. 


Roentgen Diagnosis: Complete transposition of thoracic and ab- 
dominal viscera. Chronic appendicitis. 


Further surgical intervention was refused by the family. 

While there have been numerous reports of hernias of the 
left side of the diaphragm, particularly during the European 
War, comparatively few right sided hernias have been noted. 


Mrs. J. H., age fifty-eight, referred to Hotel Dieu by Dr. Chas. 
Borey. Complaint: Indefinite pains in the abdomen with indiges- 
tion at irregular intervals. Only at rare times were her symptoms 
severe enough to cause her to remain in bed. (It may be noted 
here that hernias of the diaphragm do not give any definite symp- 
toms, or very large hernias have been noted with practically no 
disability of the patient.) On routine examination of the chest 
the right diaphragm was irregular and there was a marked irregu- 
lar increase of density in the right lower chest. Barium meal 
showed the pyloric end markedly deformed and pulled upward and 
to the left. The duodenal was normal in outline and pointed sharp- 
ly downward. Accumulations of gas were seen above the right 
liver border, a characteristic sign of diaphragmatic hernia. 

At the twenty-four hour examination the transverse colon in- 
stead of taking its usual course enters the thoracic cavity to the 
right of the vertebral column, extends to the level fourth rib an- 
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teriorly crosses over and reenters the abdomen to the left of the 
vertebrae. The transverse colon was spastic. The character of 
the gaseous shadows are such as to indicate that the stomach at 
times is herniated also. 


Roentgen Diagnosis: Hernia of the diaphragm, right sided. 
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In view of the age of the patient and the moderate severity 
of her symptoms, no interference was advised. 


DISCUSSION. 


Dr. S. C. Barrow, Shreveport: The doctors’ three cases are es- 
pecially interesting and well reported, and the second case par- 
ticularly I believe was one of transposition of the viscera. In con- 
junction with the discussion of that case I would like to mention the 
fact that transposition of viscera is more common than is ordinarily 
considered. It was our experience to find five cases during our 
service on the Medical Advisory Board during the war, and I have 
found two cases since. One case was the brother of a physician 
of whom we were making some examinations, but we found a 
complete transposition of all viscera. The man was a substandard 
physique, and about a year later this young man developed an 
acute pain in the left side. Fortunately for him his brother was 
a physician, and the doctor to whom he was referred knew the 
circumstances by his being right next to my office. If symptoms 
had developed in the right side, it would have been considered 
a classical case of appendicitis. The doctor knowing the circum- 
stances and knowing that his colon was transposed concluded of 
course naturally he had acute appendicitis. He was operated on, 
and fortunately so; as it was found he was just operated at the 
right time. Had it not been for the fact that his viscera were 
known to be transposed, there may have been some delay and we 
might have lost him. 

Dr. L. J. Menville, New Orleans: I had the fortune of being 
able to see a skiagraph of the particular case of diverticulum of 
the duodenum of Drs. Fortier and Gately, and to my mind, from 
the appearance of the skiagraphic plate, there is no question as 
to the pathology present. I think it was Dr. Forsell of the Uni- 
versity of Stockholm who in 1915 was the first man to make a diag- 
nosis of diverticula of the duodenum with the X-ray, and Case also 
states that the diagnosis of diverticulum of the duodenum can 
hardly be made other than with the fluoroscope or skiagraphic ex- 
amination, aside from operative interference. 

I want to substantiate the doctor’s diagnosis, inasmuch as I 
have had the privilege of seeing the skiagraph and it is a clear 
case of diverticulum of the duodenum. 

Dr. L. A. Fortier, New Orleans (closing): I wish to thank the 
gentlemen for discussing my paper. I have nothing further to add 
except to show some slides. 
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THE TREATMENT OF ANTE-PARTUM 
HEMORRHAGE. * 


By DR. J. C. GREMILLION, Alexandria. 


The occurrence of hemorrhage before confinement is generally 
attended with such grave consequences and brings so much anx- 
iety to all those concerned with the outcome of these cases, that 
I felt it proper to bring the subject before you today for dis- 
cussion. The more we interchange ideas upon the treatment of 
this condition the better we will be able to meet these formidable 
eases in private practice. 


The popularity that Cesarean section has attained lately in 
the relief of these women, has caused great many men to 
hesitate to use other remedial measures and thereby subjected 
many women to very serious operative and post-operative risks. 
The statistics which have been collected shows that four per 
cent of all cases of Cesarean section suffer from ruptured uterus 
during their pregnancies and subsequent confinements. And 
in the event that we should have a strong and perfect scar 
we have ever hanging over our head the Damocletian sword 
that it may rupture. 


We are not especially interested in the patient who flows 
only a small amount and who will get better with rest and a 
few doses of morphine. The cases which we wish to discuss 
are those who have a hemorrhage sufficiently profuse to jeopar- 
dize her life, or if the flow should recur we would be extremely 
worried about the outcome of the case. 


The sine qua non to the successful treatment of these cases 
is to make a complete diagnosis. Not only with regard to the 
source of the hemorrhage, but as to the functional capacity of 
the kidneys. Because we are liable to be confronted with the 
toxemic cases, which require very gentle handling and a mini- 
mum amount of traumatism. If the condition is such that we 
cannot arrive at a diagnosis without an anesthetic, we must not 
hesitate to give ether. Plugging the vagina, pituitrin and an 
abdominal binder will control a great many of these hemorr- 
hages. In plugging the vagina, we must practice all the aseptic 
precautions that we use in an abdominal section. If these meas- 
ures do not excite uterine contraction and thereby check the 
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flow, the patient should be surrounded with the best hospital 
environments and dilatation effected and the uterus emptied. 


In our anxiety to empty the uterus, we should avoid accouche- 
ment forcé which by tearing the cervix may increase the hem- 
orrhage. The treatment first adopted by Maurer in 1887 finds 
its ideal indication here. The rubber bag not only dilates the 
uterus, stimulates uterine contractions, but also exerts pressure 
on the placenta if it is of margina) implantation. In using the 
rubber bag we must be careful not to exert a greater amount of 
force than two or three pounds and this pull must be inter- 
mittent, otherwise the cervix becomes very anemic and tears 
easily. The patient with the rubber bag must be under constant 
surveillance because the bag may pass the os and become ar- 
rested in the vagina and thereby cause a large accumulation of 
blood back of the bag, which may not show at the vulva. As 
soon as dilatation is complete either forceps must be applied 
or podalic version performed, depending upon the presentation 
and the engagement of the head. An abdominal binder will 
often be of great help in holding the head against the cervix un- 
til delivery can be effected. 


In the primi-para and even in the multi-para when the cer- 
vix is closed and the child has reached viability, I believe we 
should be jeopardizing the life of the child and mother not to 
perform Cesarean section. The risk in waiting to get a cervix 
sufficiently patulous to either turn or apply forceps is too great 
compared to the low mortality attending Cesarean section to 
justify us in adopting the policy of waiting for dilatation to 
take place. Of course, if the child is not viable and we are 
anxious to get a living child, it may be proper to wait provided 
we can surround the patient with all the conveniences of a 
modern hospital, where she can get immediate operative relief 
in the event that the hemorrhage should occur. The rule that 
every case of placenta previa with bleeding should be delivered 
as quickly as possible without inflicting a dangerous amount 
of traumatism to the mother, applies to all cases with very few 
exceptions. 

The cases who flow and show a relaxed uterus which will not 
contract under pituitrin and a vaginal plug, should be subjected 
to Cesarean section as quickly as the necessary preparations 
can be made. 
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The final results as to the advisability of bringing all these 
eases to Cesarean section will depend a great deal whether we 
ean place complete reliance on the uterine scar. The statistics 
that have been collected makes the obstetrician very apprehen- 
sive when his Cesarean section cases become pregnant again. 
The amount of blood that a patient may lose should not deter 
us from operating if we think it necessary, because with the aid 
of infusion and transfusion these cases can be brought from an 
extreme state of collapse to a happy termination, as we have so 
often happily experienced in ectopic gestation. 


DISCUSSION. 


Dr. P. B. Salatich, New Orleans: In these cases we never can 
decide as to how much separation of the placenta we have by the 
amount of hemorrhage. I had a case in which the woman was in 
extremis and the child dead. If it were not a question of saving 
life, I would have tried to bring on delivery in a normal way. As 
the woman was almost exsanguinated, and labor had not commenced 
I performed Cesarean section. Of course, the baby was dead, but 
the woman made an uneventful recovery. In these cases it depends 
whether labor has come on, or whether the woman has entered 
labor yet. The thing to do is to try and make a careful examina- 
tion to determine whether you can detect fetal heart sounds and 
gauge whether the child is about to die or not, as the heart is 
fast and feeble; in a case like that you can resort to Cesarean sec- 
tion if the patient is anxious to have a live child. If you find 
the hemorrhage is not great and the child is dead, then I think 
we ought to try to imitate nature by bringing on labor in a normal 
way, and the bag the doctor speaks of I have used several times; 
the first time a man uses the bag, he finds it difficult to get it to 
stay. You can introduce it with sponge holders, and start pumping 
it up, before you remove the forceps or you will have to do it 
two or three times before you can make it stay. I introduce a 
volsellum in the anterior lip of the cervix, and that steadies it; 
with round dilators we can gradually dilate the cervix and try to 
push the finger up and see whether you can push the head easier 
to one side or the other. It has been my experience that you can 
push the head to the left side and introduce the bag and it is nec- 
essary to have two people to do it. With your finger and the bag 
caught with sponge-holder you push it up and start the water flow- 
ing before you take the sponge-holder off, and the first thing to 
do is to find out how many bulbs it takes to fill the syringe, so 
that you will not have too much pressure. You introduce one 
bulb and take the sponge forceps off and hold the bag as hard 
as you can and let that gradually force fluid in until you find the 
bag remains. After the bag is in, you will assist delivery by tying 
a string around the bag with weight of one or two pounds hanging 
over the bed, having constant traction on the bag. 

Dr. E. H. Walet, New Orleans: We realize the importance of the 
condition brought up for discussion. The measures the essayist ad- 
vocated are those which I think are uppermost in our minds. 

There is only one thing I want to add. I have sometimes found 
that careful digital dilation accomplished in some cases just as 
much good as artificial dilators. Of course, that requires the same 
practice and the same precautions as the proper application of the 
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bag itself. I find by persistent efforts in these cases the cervix is 
dilatable. I am not referring to the case that is not dilatable either 
from the use of a bag or any other artifice. But there are some 
cases we recognize as dilatable, and you can accomplish a great 
deal with your digital dilatation. Insert two fingers first, and sub- 
sequently three, and so on. If the patient is about to be delivered 
and you have made up your mind that an anesthetic is indicated, 
you begin your anesthetic and use other measures to promote con- 
tractions, pituitrin or otherwise, and then you go on with the dila- 
tion. You can accomplish a great deal by the successive intro- 
duction of one or two fingers until you get your hand in. If you 
have not a strong hand you can exchange it, right or left and be 
sure it is well lubricated. Without lubrication or rubber glove your 
efforts will not be satisfactory. 


Dr. M. J. Gelpi, New Orleans: The question of Cesarean section 
in hemorrhage from placenta previa is an important one. When it 
comes to the question of decision, it seems to me the location of 
the placenta has a great deal to do with the determination as to 
whether or not you are going to do Cesarean section. If the pla- 
centa is marginal, I think some of the other measures recommended 
by Dr. Gremillion are correct. If the placenta is frankly occluding, 
I believe Cesarean section is clearly indicated. I don’t know what 
the experience of the majority of men is in this connection, but 
posnanany I have never seen cases of frank, complete placenta previa 

andled either without death to the mother, without. Cesarean sec- 
tion, or handled in such a way that-her life is greatly jeopardized 
whether she survives the procedure or not. 

So I think the indication is complete. The dangers to the mother 
and fetus are distinctly lessened by Cesarean section. 


Dr. H. W. Kostmayer, New Orleans: Dr. Salatich brought up a 
subject worthy of comment when he elected Cesarean section in 
a case of hemorrhage, knowing he was dealing with a dead child. 
Even in a primipara I cannot find that it is justifiable. I‘ have 
never yet found a condition other than rupture of the uterus that 
would justify me in opening the abdomen in the presence of a dead 
fetus. I believe that measures can always be found to control 
hemorrhage. If the child is dead, the control of hemorrhage is 
the only indication. The hemorrhage can be controlled in a case 
of central placenta previa. The placenta can be ruptured and 
the part pulled down. In cases of marginal placenta you can do 
version and pull down the part. In a dead fetus there is no in- 
dication for Cesarean section. In complete central placenta, with 
a good deal of hemorrhage and a living fetus, the treatment that 
gives the best results is Cesarean section. 

Dr. J. C. Gremillion, Alexandria (closing): In central placenta 
previa, if we have complete dilatation of the cervix, we can often 
effect delivery without Cesarean section. If the cervix is not im- 
mediately dilatable, then I would recommend Cesarean section, but 
if the cervix is dilated, you can pass your hand through the 
placenta and turn and effect delivery without Cesarean section. 


SURGERY OF THE BILIARY TRACT.* 


By DR. J. A. DANNA, New Orleans. 


The surgery of the biliary tract is of comparatively recent 
development. In my own student and interne days gall bladder 


*Read before the Louisiana State Medical Society, meeting April 19 to 21, 1921. 
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operations were practically unknown. We occasionally stum- 
bled across gall bladder cases which sometimes we recognized 
and sometimes we didn’t. I remember a patient who was op- 
erated on with a diagnosis of abscess of the liver. Pus had been 
drawn through the exploring needle. An incision was made 
through the liver tissue, through which a quantity of purulent 
material was discharged, and a tube drain inserted. The next 
day pure bile began to drain through the tube and kept up so 
long as the tube was left in place, and finally healed two or 
three days after removal of the tube. I have since felt that this 
was nothing more nor less than an empyema of the gall bladder 
which had been opened through the liver substance above it. 


Another case which I often recall is that of a poor China- 
man who was brought in during a yellow fever scare with 
jaundice, spongy gums, some temperature and a slow pulse, 
with the history of having been sick several days. He spoke 
no English and seemed to be suffering a great deal, and the 
only word we could get from him in answer to all questions 
was ‘‘belly, belly, belly’’, but nobody seemed to believe he had 
any pain in the belly, everybody was sure he had yellow fever. 
When he died a few days later an autopsy was held in the 
presence of all the constituted health authorities. He pre- 
sented no post-mortem signs of yellow fever. We found a stone 
in the common duct which was fully one inch in diameter and 
about two and one-half inches in length, the largest stone of this 
kind I have ever seen. This stone completely obstructed his 
common duct and was responsible for his death. 


I remember a number of other instances in which acute sep- 
tie processes in the upper abdomen of an obscure character were 
opened and found to contain gall stones and were permitted 
to drain as long as they would. We finally mustered up enough 
courage to actually operate on some of these cases, with the 
timid expectation of finding some gall bladder trouble and es- 
pecially gall stones. The gall bladder was exposed through in- 
cisions running in various directions and of varying geometrical 
outline. In the typical case without adhesions the gall bladder 
was carefully sutured all around to the parietal peritoneum, 
so that there would be no leakage of bile into the cavity. The 
wiser ones did not open the gall bladder immediately, but wait- 
ed a few days, much as is now done with colostomy. A small in- 
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cision was then made into the center of the exposed portioa 
of the gall bladder, through which the stones would be fished 
for with probes, forceps and other instruments; the procedure 
being repeated with each dressing until the wound finally closed 
in spite of this repeated interference. From time to time dur- 
ing this process one or more stones would perhaps be found 
in the dressing and there were various attempts at guessing 
by different attendants as to how many stones were left behind 
and when the last one would take a notion to come out. Pa- 
tients would thus continue to drain for months and sometimes 
for years. 


The work of the Mayos and their reports in the literature 
probably did more than anything else to put gall bladder sur- 
gery in the realm of practical work. We took our turns at 
visiting the Mayo Clinic, saw their simplified technic and came 
home and did likewise. Careful walling off of the field with 
gauze packs and the invagination of the summit of the in- 
cised gall bladder by means of a purse string suture, which was 
closed around a gauze jacketed tube, gave to the procedure a 
degree of safety, which soon rendered it one of the most popu- 
lar and frequently performed operations. 


It happened, however, that many of our cases had a recur- 
rence of the symptoms and at re-operation stones were again 
found, even in cases that had been very thoroughly explored 
before and where we had felt sure that we had not left any 
stones behind at the previous operation; so that when the ad- 
vocates of cholecystectomy came along and advised removal 
of the gall bladder we thought we finally had it. These men 
told us that gall stones were a-mere accident which developed 
during the process of inflammation of the gall bladder, and 
further that the location of infection was not on the mucous 
surface, but in the sub-mucous tissue of the gall bladder. So 
that we must remove the gall bladder to get results. Rosenow 
of the Mayo Clinic went so far as to get cultures from diseased 
gall bladders which had been removed from human_ beings, 
injected these cultures into animals in various portions of the 
body, and he was able to show a number of eases in which 
these animals developed cholecystitis, giving to the bacteria 
found in the diseased gall bladders a specific selective affinity 
for the gall bladder. 








= 


ad 


a 


—_ 


— 











Danna—Surgery of the Biliary Tract 199 

It followed that gall bladders were now removed without end, 
and every man who had had a cholecystostomy was given the 
hopeful information that he could now get well if he permit- 
ted us to remove his gall bladder, which was no good anyhow. 
Many of these patients, however, had recurrence of symptoms 
after removal of their gall bladders, so we now in sheer des- 
peration called in the gastro-enterologist to entertain the pa- 
tient as it were, while we hopefully waited for something to 
happen. 

But it seems that in the meanwhile the gastro-enterologists 
had been busy, like all good specialists, trying to enlarge their 
field by including the gall bladder and biliary tracts. Especially 
was this so since the duodenal tube had come into general use. 
They had been for some time playfully suctioning out duodenal 
contents, subjecting them to chemical and other analyses, and 
watching results after injection into the duodenum of various 
ingredients. To our surprise they were able to help some of 
these patients for whom we had done everything that surgery 
could do and whom we had not cured ;—and now they go so far 
as to tell us that they can tell gall bladder bile from that which 
comes from the common duct or from the liver, and that they 
ean look at gall bladder bile not by means of the X-rays or 
through an abdominal incision, but through a duodenal tube, 
and ean tell you whether you have gall stones, an acute or chron- 
ic gall bladder infection, or whether or not there is anything 
at all the matter with the gall bladder. 

The question of focal infection has also come into play in 
connection with gall bladder diseases, and many have been 
the reports in the literature of repeated gall bladder attacks 
which have failed to recur after the removal of infected teeth, 
tonsils, and other organs, so that now there are those who feel 
that you should look for an original focus of infection and 
remove it if possible before you think of subjecting a patient 
to such a serious thing as a gall bladder operation. .Between 
these fellows and the gastro-enterologists we are placed in the 
predicament of wondering whether we ought to do any gall blad- 
der surgery at all, but rather whether we should not call in a 
dentist and throat specialist first and if they fail to effect a 
eure, then call in the gastro-enterologist to try his hand before 
we operate, so that he won’t have to come in and cure the 
patient after operation. 
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We can get some valuable pointers from these gastro-enterolo- 
gists if we are on the alert, as a little incident which happened 
recently will illustrate. I operated on a patient who had a 
very large gall bladder stone and several soft smaller stones 
in the common and hepatie ducts. These latter I removed after 
considerable technical difficulty, and when I had finished I 
feared lest I might have left some small particle behind. The 
patient was so sick that I drained the gall bladder instead of 
removing it. A small drain was also placed down to the point 
where the common duct had been incised and sutured. Bile 
poured from both drains until they were removed several days 
later, and through the gall bladder opening for fully three 
weeks. Her stools during all this time were of the chalky 
character characteristic of common duct obstruction, so that 1 
soon began to worry, and was about to call in my friend, Dr. 
Levin, to see what he could do with his duodenal tube, when 
I recalled hearing him tell how by the injection of a small quan- 
tity of magnesium sulphate solution through his tube with its 
end at a point opposite the papilla of Vatter, he could produce 
an almost immediate relaxation of the sphincter of the papilla 
and a free bathing of the duodenum with bile. It occurred to 
me that if a little through the tube could do this maybe a lot 
through the stomach might have the same effect. So I gave my 
patient three ounces of a saturated solution of magnesium sul- 
phate and almost immediately the gall bladder stopped draining 
and her chalky stools became normal. 

To boil down into a few words then the sum of our past ex- 
perience and present knowledge on the subject we may conclude : 

lst. That we have probably perfected our surgical technic 
to the point of getting very satisfactory results so far as such 
results can be obtained by surgical procedures. 

2nd. Whether we drain or remove the gall bladder, there is 
a certain percentage of cases which we do not cure by surgery 
alone. 

3rd. The Gastro-enterologists certainly do report a constant- 
ly increasing number of authenticated symptomatic cures of 
eases which, in the light of former experience, would have been 
amenable to surgical treatment only. 

4th. The Gastro-enterologists have symptomaticaly cured 
many cases after we had exhausted every surgical means and 
failed. 














































Danni—Surgery of the Biliary Tract 201 


5th. We must not lose sight of the fact that the gall blad- 
der lesion may be necessary to some primary focus of infection 
somewhere else and every effort should be made to find such a 
focus and remove it before a serious gall bladder operation is 
undertaken. 


6th. And finally—That no conscientious surgeon can do 
good gall bladder work without the active help of a competent 
gastro-enterologist to whom he can refer his patients both before 
and after operation. 


DISCUSSION. 


Dr. A. L. Levin, New Orleans: Inasmuch as Dr. Danna mentioned 
my name in his paper, I cannot refrain from saying a few words. 
Dr. Danna was perfectly honest in his remarks in stating that the 
pendulum is swinging the other way. I stated in my paper which I 
will read before this society that nature has evidently favored the 
surgeon more than the internist by putting in a side track for the 
bile in such a way as to favor biliary stasis and infection; the 
medical profession and also the layman have considered gall-blad- 
der disease as strictly surgical. But since the explanation by Melt- 
zer of the theory of contrary innervation, meaning that physiologi- 
cally when the gall bladder contracts the papilla of Vatter relaxes 
and that with magnesium sulphate we can accomplish the same 
thing, experimental work has been undertaken to drain the gall 
bladder medically. The results obtained so far are favorable in 
a number of cases. The general impression is today that this is 
one of the most important subjects in modern medicine. I received 
a note from Baltimore recently’ that at the conference of Ameri- 
can Physicians the most important subject’ discussed was the one 
we have under consideration today. 


Dr. Danna knows that some of his cases, after he removed the 
gall-bladder, came back to him complaining of pain and vomiting, 
as before, and he referred them to me to see what I could do with 
the tube. After one drainage some of them were relieved of the 
intense pain and vomiting. An interesting point was, the fact that 
a year after the operation the same character of infected bile the 
surgeon found at the operation I obtained with the tube. To my 
mind in some of these cases probably the common duct is distend- 
ed and takes the place of the gall bladder, and in filling up it 
causes intense pain, or the existing cholangitis was not relieved 
by the surgical drainage. The moment the bile is drained off the 
patient is relieved, and continues to improve when the cholangitis 
is relieved. 


Another point Dr., Danna spoke of is the infectious side of bil- 
iary disease. There is another picture to it which Dr. Danna has 
not mentioned. Several months ago there was an excellent article 
published by Rothschild and Wallingstein stating that the choles- 
terol content of bile and blood should be considered. In other 
words, we have in a great number of cases hypercholesterinemia 
which plays an important part. I have been trying to convince the 
profession that there is a great deal of truth in it. We cannot get 
away from the experimental work of Rosenow in proving the in- 
fectious side. There is an infectious side and a hypercholesteri- 
nemia side, and the surgeon should not overlook this in some of 
the cases that do not get well. In the infectious type all the ducts 
may be infected, and the removal of the gall-bladder and a short 
drainage cure the infection, the surgeon may also-.be dealing with a 
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condition known as hypercholesterinemia, and the importance .of 
putting the patient on a cholesterol full diet has a certain signifi- 
cance. 


Referring to the magnesium sulphate statement made by Dr. 
Danna, I think I made it clear in a paper I read several months 
ago that magnesium sulphate is not necessary in every case. The 
mere presence of food will cause the same physiological act, and the 
presence of a tube in that region causes the same drain or sodium 
sulphate will accomplish the same. I will read a paper on that 
subject shortly outlining the entire subject more clearly. I be- 
lieve we should all recognize by now that treatment of gall-bladder 
disease is not always surgical. We can do a great deal of good 
with medical drainage as well as with surgical, and in some cases 
probably better. 


Dr. P. B. Salatich, New Orleans: In operating on these cases by 
either draining or removing the gall-bladder, I always think that 
if you remove a gall-bladder that has a good many adhesions, you 
will find the patient is very much benefitted. On the other hand, 
sometimes you find a gall-bladder that apparently looks all right, 
but if you examine it carefully you will find the cystic duct is 
twisted and kinked. If you drain that gall bladder, you will not 
remove the kink in the cystic duct. 

Another point: When you drain the gall-bladder the first bile 
that comes out may be a little yellow and the odor seems all right, 
and if great care is taken there need not be necessarily infection. 
However, in two or three days you will find quite a lot of ugly 
stinking bile, coming out of the gall-bladder, lasting for several 
days or maybe two or three weeks when it clears up. Such bile 
is evidently not coming from the gall-bladder, and the thought has 
occurred to me that it is possible the bile is coming from the liver. 

To bring up the point made by Dr. Levin, when we have an 
infected gall-bladder we are also apt to have an infected liver, and 
the bile that comes from the liver may have a stinking odor. 


Recently I removed a gall-bladder and the patient vomited after 
two days. I washed the stomach out every day for a week. The 
first day she had some stinking bile, then a little less, until about 
four or five days or a week the bile was almost normal. 


The question of bad teeth and diseased tonsils is one that we 
should consider before we attempt to remove or drain the gall- 
bladder. We ought to be sure that the teeth and tonsils are per- 
fectly normal before draining or removing the gall-bladder. I 
make it a rule to examine these patients and to have diseased ton- 
sils removed. It is a good thing to have the teeth X-rayed and have 
the bagi ones removed. If the symptoms are not better I would 
advise operation. 

About four years ago I operated on a woman for gall-stones, | 
removing her gall-bladder, and she got along,fine for three years, 
and was perfectly well. About a year ago she began to suffer from 
almost the same symptoms as she had before operation. She came 
to my office, I examined her, and found her liver was three inches 
below the costal arch. She had pain. She seems to have had 
as much trouble after the removal of the gall-bladder as she had 
before. A careful examination of her mouth showed that her 
teeth were in bad condition. After the removal of the carious teeth 
the liver symptoms subsided and she was absolutely free of pain. 

Another case had so many symptoms that one could make a 
diagnosis of gall-bladder trouble and appendicitis at the same time. 
She has had too much surgery, and I looked for the focus of in- 
fection. It was found that she had several badly abscessed teeth. 
A dentist on two occasions removed these badly abscessed teeth 
and during the operation she fainted. It was right near my office 
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and she had to take four or five sittings before the dentist could 
remove all of -her diseased teeth. I told her that in two weeks 
I wanted her to come back to see me and to give her another 
treatment, also to see how much the removal of these teeth influ- 
enced her stomach trouble. She came back in a month absolutely 
free from any symptoms. 


Dr. E. M. Ellis, Acadia: I think Dr. Danna’s paper covers one 
of the most important fields in both medicine and surgery that 
we have to contend with, but there is one point I am especially 
interested in because I happen to have one or two patients now 
that fall into this field as the end: effects of gall-bladder infection. 
I mean by that I go further than gall-bladder and bile ducts and 
take into consideration the secondary superimposed infection from 
the gall-bladder upon the pancreas. It has been shown by past 
experience that this infection probably produces a stasis in the 
ducts of the pancreas, which ultimately works to the destruction of 
the parenchyma of the acini of the pancreas and later encroaching 
upon the islands of Langerhans, and a diabetes or glycosuria re- 
sults. If we are to protect our patients from such a late result 
as the destruction of these islands, we must look to the early treat- 
ment of the infected gall bladder, whether it be by drainage, chole- 
cystectomy, or whether it be by the duodenal tube, but let it be one 
or the other. 


I have a patient at home, a friend of mine, who came to me 
not long ago and said he was very sick. He had nausea and could 
not eat. He is a man who is under my observation every day. 
In examining him-I found he was very tender over the gall- blad. 
der, so much so you would think he really had empyema of the 
gall-bladder, but he had no temperature. There was nothing ex- 
cept tenderness. He had lost weight. I examined his urine and 
found it was loaded with sugar. The question arises, is it too late 
to cure this man’s diabetic condition? These islands of Langer- 
hans have undergone fibrous or hyalin degeneration, and although 
you remove the cause which may be the stasis of infection, obstruct- 
ing the pancreatic duct, the damage is there, and after the infec- 
tion has been relieved the glycosuria will very likely continue. 


I remember operating on a case that Dr. Eustis and Dr. Bel 
saw. I referred her to them for examination, and they both ad- 
vised cholecystectomy or drainage of the gall-bladder as she had 
what was termed pancreatic glycosuria. It has been nearly two 
years since the gall-bladder was removed, and at the time it was 
removed drainage was kept up, and she had free drainage of bile 
for about six weeks. Now, I have to keep that patient on a limited 
carbohydrate diet. If I do not, sugar reappears in the urine. It 
has been shown by the observations and experimental work of 
Rosenow that these islands secrete a hormone, which is an internal 
secretion and independent of the parenchyma of the pancreas. That 
controls the carbohydrate metabolism, and if these islands are so 
destroyed that this hormone cannot be secreted, we must necessar- 
ily have a continuation of the glycosuria. It has been shown by 
Cecil, of New York, who held 90 autopsies on diabetics who had 
died, that in 87 per cent. of the cases the islands of Langerhans 
were destroyed. 


Dr. J. A. Danna, New Orleans (closing): In thinking more deep- 
ly of what I read am certainly sorry to have brought up the 
subject in the manner I did, because I am afraid it will give Dr. 
Levin so much work that he will not be able to take care of my 
patients any more. The remarks of Dr. Ellis and the statement 
of Dr. Levin merely emphasize the necessity for surgeons having 
at their command a gastro-enterologist who can look at these 
cases when they first come to us. Personally, we do not like to 
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operate on a patient immediately after the first gall-bladder attack 
because we know lots of these patients do not get a second attack. 
We may feel that there is definite pathology in the gall-bladderx 
which will continue if it is not removed before we subject the pa- 
tient to operation. Therefore, the early cases should be seen by 
the gastro-enterologist for weeks and months and years, if neces- 
sary. Then, if they do not improve with treatment it is time to do 
surgery. 

Dr. Levin referred to the fact that I did not mention hypercholes- 
terinemia. I did not mention a great many other things that 
might have been mentioned in connection with gall-bladder disease. 
That is a point that he as a gastro-enterologist would have to take 
care of for me. 











CHOLECYSTOSTOMY vs. CHOLECYSTECTOMY.* 


By E. DENEGRE MARTIN, New Orleans. 







The title of this paper is rather ambiguous and really does 
not convey the correct impression, but is used for want of bet- 
ter. I shall not dwell upon the subject of cholecystitis, as those 
who have preceded me have gone pretty thoroughly into the 
























subject, both from the surgical and medical aspect, and al- 
though it would seem that the last word on the subject had been 
said, yet there are times in which even years of experience leave 
one in doubt as to which is the best method to apply in a 
given case. 

One of the common conditions found in old people is a chron- 
ic cholecystitis, due usually to choleliathiasis. In these the symp- 
toms may lie dormant for years, when a sudden attack will 
jeopardize the life of the patient. In such cases surgical inter- 
ference alone will bring relief and where the condition is ser- 
ious, it is questionable at times whether an extensive operation 
ean be survived. 

Several years ago my attention was first brough to this con- 
dition when called in consultation to see a woman 62 years of 
age, who was suffering from an acute attack of cholecystitis 
and who for several days had been having chills with a temper- 
ature running as high as 106. Her condition, though critical, 
eould be relieved by operation only. After the usual prepara- 
tion, the abdomen was opened through the right rectus incision, 
revealing a distended gall bladder, clearly pathological, contain- 
ing a number of stones. I realized that the condition of the 
patient would not permit a cholecystectomy and that drainage 
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by the usual method would mean a prolonged convalescence, 
resulting possibly in a permanent fistula. It occurred to me 
that this condition could be treated as an ordinary abscessed cav- 
ity. I realized, however, and knew from experience that sim- 
ply to incise the gall bladder at the fundus and drain would ac- 
complish nothing, as drainage would be incomplete. I therefore 
incised the gall bladder from the fundus to the cystic duct, 
caught the bleeding points, then thoroughly cleansed the mucosa 
and swabbed it with iodine. The cystic duct was apparently 
obliterated. I inserted a cigar drain with tube in centre, su- 
tured it into the gall bladder and closed the abdominal cavity. 
What I hoped would be a life saving measure and would tide 
the patient over the critical period has proven even more—a 
complete success. This patient is well after a period of two 
years and has had absolutely no complications following the 
operation. 

A year ago a second case fell into my hands. This patient, a 
few years younger, had been suffering for months from recur- 
rent attacks of gall stone colic, with marked jaundice, showing 
a condition of cholangitis. After opening the abdominal cav- 
ity, I found almost the same condition which existed in the 
first case, extensive adhesions and free hemorrhage whenever 
an attempt was made to dissect out the gall bladder, an unpleas- 
ant prospect indeed for a cholecystectomy. Remembering my 
experience with the first case, I carried out here, identically 
the same technic but was able to get a drain into the eystic duct, 
which is indeed a great help, as the bile ean then be drained 
into a receptacle and not pour over the abdomen. This patient 
also made an uneventful recovery except for a superficial abscess 
which oceurred about six weeks later. She is well today. 

The third case was a lady whom I had seen three years pre- 
viously and diagnosed renal calculus. She had been fairly 
comfortable, | understand, up to within a few weeks of the date 
of my visit. Examination revealed what I thought to be a dis- 
tended gall bladder. The patient was taken to an institution 
where the radiologist reported a large stone in the gall bladder 
and a small one in the left kidney. From the location of this 
stone he seemed justified in his conclusions. As her condition 
was growing more serious each day, with repeated chills and 
high temperature, due unquestionably to cholecystitis, I deter- 
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mined to operate. The gall bladder itself was about twice its 
normal size, leathery in appearance and surrounded by adhe- 
sions to the omentum and transverse colon. A free incision was 
made in the fundus, a large number of stones and a quantity of 
soft material, with some fluid, removed. The cystic duct was 
apparently occluded. As the patient’s condition did not war- 
rant any prolonged operation, I split the gall bladder from the 
fundus to the apex, swabbed it out thoroughly with iodine and 
sutured in position a cigar drain, the whole operation requiring 
but twenty minutes. There was no shock attendant upon the 
operation, the patient made an uneventful recovery and not un- 
til a week later was any bile seen on the dressings. From that 
time, however, the flow was rather free, and though it retarded 
the closing of the wound, this patient had no return of the symp- 
toms and lived comfortably, notwithstanding the renal condi- 
tion, until her death, which occurred six months later as the 
result of some acute condition which carried her off after an 
illness of only two or three hours. The cause was never known. 
The shadow on the right side, which was supposed to be made 
from a stone in the gall bladder, proved to be in the kidney, 
as the same shadow was shown after the removal of the stones in 
the gall bladder, which were translucent, and confirmed the 
diagnosis made three years previously. 

Another case was one in which I assisted Dr. A. C. King. 
This patient had a ruptured gall bladder, due to ulceration, 
caused by a stone lodged near the cystic duct. Her condition 
was more critical than any of the cases reported and I sug- 
gested that the same procedure be carried out here. This was 
done with the result that the patient today, six months after 
the operation, is enjoying excellent health and, I might say, 
much to the surprise of both doctors. We felt that it was 
only a safety first measure at the time and that a second opera- 
tion would be required. Only a few days ago, April 16, a pa- 
tient was referred to me with empyema of the gall bladder 
who gave the history of having suffered a week from violent 
pains in the epigastric region at the time of admission. Through 
the usual route I exposed a mass formed by adhesions of duo- 
denum, transverse colon and omentum, completely obliterating 
the gall bladder. This was carefully dissected away from the 
fundus which ruptured during the operation. With the suction 
apparatus the gall bladder was emptied, by extending the in- 
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cision in the direction of the liver an abscess was encountered, 
showing that a rupture had occurred into the liver. The gall 
bladder was incised its entire length, freeing the adhesions suf- 
ficiently to do so, a cigar drain sutured into position, a small 
gauze pack to control hemorrhage and the abdomen closed. 
He has suffered little since operation and except for a slight 
rise of temperature the day after operation his pulse and tem- 
perature have been normal. 

These cases are so convincing to me and the technic so sim- 
ple that I thought it well worth reporting them here, as gall 
bladder surgery, at best, is difficult, even in the hands of an 
experienced operator and there are times when those of us who 
have been less fortunate may be called upon to act in such an 
emergency. It is gratifying therefore to know that an expedi- 
ent which had been carried out as a temporary measure has 
in four cases, possibly five, proven not only a life saving meas- 
ure, but given results equal to any obtained by a cholecystec- 
tomy and certainly less hazardous. The advantage, I believe, 
in this procedure, is that it absolutely destroys the gall blad- 
der, as the circular fibres cause the walls to retract. It is then 
nothing more than a flattened surface which is obliterated by 
contact with the omentum, where the adhesions are less apt to 
give rise to the secondary and annoying symptoms so often 
followed by a cholecystectomy. 

I do not wish you to understand, however, that I would rec- 
ommend such an operation in lieu of cholecystectomy where 
this operation is indicated and can be done without jeopardiz- 
ing the life of the patient, but it certainly is applicable in cases 
where a long operation, extensive dissection and infection would 
mean severe shock and possibly death. The question of gall 
bladder surgery is still unsettled. There are two distinctive 
schools today which we might call ‘the conservative and the 
radical, the one removing every suspicious gall bladder, or so 
called strawberry gall bladder, but which should more properly 
be called a dewhberry gall bladder as it more nearly describes 
its normal condition. I have myself been guilty of doing a 
number of cholecystectomies which I believe would have given 
far better results had a cholecystostomy been done. In many of 
these cases drainage will give far better results, especially if 
that drainage is continued sufficiently long. Some of the cases 
in which we have recurring symptoms and persistent pain are 
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not due to recurrent cholecystitis, but rather to the fact that 
the gall bladder had been fixed to the abdomen instead of 
being allowed to drop back to its normal position and the tube 
brought through the abdominal wall, preferably through a 
stab wound. Where such a technic is carried out there is less 
apt to be any postoperative discomfort and the gall bladder can 
better contract than when suspended at a point beyond its nor- 
mal position. 


DISCUSSION. 


Dr. A. C. King, New Orleans: There is no question about the im- 
portance of a correct diagnosis in acute conditions of the upper 
abdomen. In the case of rupture of gastric ulcer the indications 
are very plain, namely, to suture the hole and do a gastro-enteros- 
tomy then later, according to the indications of the case. The same 
remarks hold true in regard to perforation of a duodenal ulcer. 


When it comes to acute gall-bladder conditions it is a question 
of our ability to make a diagnosis as soon as we get into the abdo- 
men and to know what to do after the diagnosis is made. Eisen- 
rath has observed an effort on the part of nature in his experi- 
mental work on dogs toward reconstruction of the gall-bladder if 
enough of the cystic duct is left; also a partial enlargement of the 
common and hepatic ducts. Murphy has observed the same phenom- 
enon in the human. Now, if nature makes an effort to reproduce 
the gall-bladder, why must we always make an effort to remove it, 
no matter what the operation? One operator of some note has 
stated that he removes 97 per cent. of all gall-bladders. The re- 
markable feature in that particular instance is the fact that he 
leaves the other 3 per cent. Why not remove the whole 100 per cent. 
and be done with it? 

Operation in old people is quite different from that done on 
younger subjects, and one of the most important points to re- 
member in cases of that nature in old people is to get in and 
get out quickly. Murphy, I believe, aptly expressed it when he 
said that we should get in quick and get out quicker. That 
holds good in elderly subjects. Old patients do not bear prolonged 
surgical procedures as well as young subjects. Therefore, it is 
necessary to finish the operation as quickly as possible. 


This method of Dr. Martin’s I have noticed in several cases, 
and the last case in which he assisted me was an old woman whose 
condition seemed apparently hopeless. There, with the gall-bladder 
wide open we were enabled to clean it out thoroughly, swab it out 
with iodin, and get out of the abdomen much more rapidly by doing 
this conservative operation than by doing a cholecystectomy. I 
think it is much better to do this where it can be done. I think 
it is better to return a well patient to her family with a gall bladder 
than to return a dead patient without his or her gall bladder. 


Dr. F. W. Parham, New Orleans: I desire to call attention to 
two points. Those who advocate taking out the gall-bladder, as 
a rule, put the gall-bladder in the same category as the appendix, 
which I think is wrong. 

Another argument is that derived from such experiments as were 
performed by Graham on dogs. He said in every case of cholecys- 
titis the liver is involved, and he says that as a result of his ob- 
servation in St. Louis, the practice was to take out all gall-bladders. 
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If the liver is involved in every case of cholecystitis, it might be 
cured with a drainage operation. Therefore, it is very essential 
to select the cases. I have had myself the same experience in cases 
where I have drained the gall-bladder and have subsequently gone 
back and taken these gall bladders out. I recall particularly the case 
of a man, 75 years of age, in whom I only drained his gall-blad- 
der. He did not do well after that operation. He went on for 
some months complaining all the time, and the wound was a long 
time in healing. I took the gall-bladder out with less difficulty than 
if I did a drainage operation. He made a complete recovery. Such 
cases as that make us feel sometimes that we drain gall-bladders 
when we ought to take them out, but the rule which I follow is that 
unless there is something definite in the pathology of the gall- 
bladder that we can make out at the time of the operation, that 
gall-blader ought not to be sacrificed. 


Dr. E. Denegre Martin, New Orleans (closing): I would like to 
explain one point which I think is important, namely, if you drain 
a pathologic gall-bladder, you leave a cesspool which will never 
heal. You cannot drain it thoroughly. You can do it tempor- 
arily if you continue to pack it, but if you will take the same gall- 
bladder and incise it down to the cystic duct and tear it open on 
each side, you destroy the possibility of that thing existing. If 
you can get into the cystic duct so much the better. You are deal- 
ing with a gall-bladder that is thoroughly pathologic. When you 
remove the gall-bladder there is some danger of a raw surface 
being left behind at the site of the condition here. We know how 
badly thse cases do where there is infection near the diaphragm. 
The only thing that comes in contact is the jejunum. 


I have been much astonished to find how well these patients did 
after doing the operation I have described. It is a life-saving meas- 
ure. It has proven more than that, and I am tempted to do it in 
every case to see what the effects will be. The liver is not touched. 
Those of you who have dealt with these acute infected cases know 
what hemorrhage means. I operated on a friend of mine, removed 
his gall-bladder, and the hemorrhage was so severe in this case that 
it kept me worried all the time I was operating. That was a case 
where cholecystostomy could have been done. It was a small con- 
tracted gall-bladder and was said to be malignant. Where I am 
dealing with a woman from 60 to 80 years of age, the operation 
can be done in twenty minutes. You are doing away with the 
danger of leaving a cesspool where it cannot be drained. When the 
drainage is taken out the omentum falls over it, and these are the 
cases where a lot of trouble seems to exist from adhesions, and 
these are the ones we are tubating today. 
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PROCEEDINGS OF THE STAFF OF HOTEL DIEU. 


MEETING OF JULY 11, 1921. 


Dr. J. E. Isaacson: That the Endocrines and Organo-Ther- 
apy are playing a large part in modern medicine is now an 
established fact. That this innovation as all other advances 
in medical science is regarded with skepticism by the profes- 
sion at large, is also an established fact. However, be that as 
it may, since the advent of bacteriology and biological therapy, 
no feature in clinical or text-book reports has exacted so much 
attention as the relationship of the hormones and various en- 
docrines to therapeutics. It is well known that Brown-Sequard 
and others, as far back as Hippocrates, have recognized and em- 
ployed various constituents of the animal organs in their prac- 
tice, hence, said feature is by no means embryonic. 


The isolation of the specific ductless glands and a study of 
the physiological functions of their products are however, in 
their infancy. Adrenalin, Pituitrin, Thyroid and Ovarian Sub- 
stance are perhaps the more common products usurped by our 
‘End-Product Physicians’’, and if our Journal reports be cor- 
rect, the results obtained are not merely remarkable, but amaz- 
ing as well. The following case may be of some interest: 


Was called in consultation March 15th of this year. Patient, 
C. T., aged 16 years. Complaint: Fits and recent development of 
increasing evidences of non-localized pains over body in general. 

The patient was in a state of partial coma, and the following his- 
tory was obtained from his mother: “He is the youngest of nine 
children all of whom, with this exception, are hale and hearty. At 
one and one-half years of age, while suckling he appeared to be 
taken with a convulsion. The family doctor was readily called, who 
substantiated the mother’s diagnosis and assured her of no further 
danger. From said date until the age of 5 years however, attacks 
of similar convulsions became more and more frequent, and were 
later noted daily. In a few months, four and five spells a day 
were not uncommon, during which seizures the patient was ren- 
dered unconscious, “‘fell out” and bit his tongue. As a final resort, 
after observation and treatment by the various pediatrists and 
psychiatrists, he was sent to a mental institution. Here his case 
was diagnosed as epilepsy, and a straight jacket was applied to 
prevent further harm to himself. In this institution he remained 
for one year, with attacks steadily increasing in intensity. The 
convulsions appeared to be more pronounced now immediately after 
eating, and at night after retiring. At no time did he appear to 
have any premonition of the oncoming condition, otherwise than 
cramps in his abdomen 3 or 4 minutes previous to the convulsions. 
Directly after the attack his body would be in a clonic seizure, 
whereupon he would fall to the ground, remaining in this condi- 
tion from thirty to forty-five minutes. During aie patient would 
be cyanosed and covered with a cold perspiration. 
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After returning home during two months, was again returned 
to the institution, and was discharged from said place four months 
later as being incurable, and being further afflicted with Bright’s 
disease.” 


Has been at home and confined to bed since January of this year 
(4 months). Has lost thirty pounds in body weight, and vomits 
all food immediately after eating. Has, since last mentioned date, 
lost all control of bowel and bladder functions, and appears to 
be in pain from the writhing movements and cries rendered. 


Physical Examination.—Revealed an under developed and poorly 
nourished, white male with facial characteristics of an old man. 


He appears in pain, rendering peculiar shrieks and is continually 
crying. The cranium is apparently normal with many scars on 
same and about face. The mouth, teeth, pharnyx and larynx are 
negative but the tongue is large and well scarred. The skin is dry 
and without much hair. The scalp is dry. The thyroid shows ap- 
parent good development. The chest, including the heart and 
lungs, is negative. With the exception of a slightly enlarged spleen 
and evidences of numerous traumatic injuries the abdomen is nega- 
tive. The back possessed a bed-sore of huge proportions, to such 
an extent that the greater part of the sacrum was readily visible. 
The extremities revealed short, stubby toes and fingers, and with 
the exception of numerous scars, were negative. No swelling of 
extremities was noted. 


Reflexes:—Eyes react normally to light and to accommodation. 
The knee, elbow and other reflexes appeared to be exaggerated and 
were elucidated with much pain. All of the glands were moderatel 
enlarged, and the history of polyuria was well evidenced. Dr. J. 
Lyle, interne Hotel Dieu, very kindly assisted me in the following 
laboratory findings. Urinalysis:—Negative on repeated examina- 
tions, except for'a persistent specific gravity of 1000. 

Feces :—Negative. 


Blood:—Wassermann, negative. Total Leucocyte Count, 8,250. 
Total Erythrocyte Count, 4,175,000. Haemoglobin, 90%. Color 
Index, 1.1. Differential Leucocyte Count, Small Mononuclears 35%; 
Large Monocluears 3%; Neutrophiles 62%. 


Treatment:—I immediately started treatment by administering 
capsules of Anterior-Pituitary Body Compound, basing my therapy 
on the fact that so called “Idiopathic Epilepsy’ was often due 
to pituitary deficiency. The initial dose was Five Grains, which 
was administered three times a day. Now, strange and amazing 
as it may appear, from the time of the administration of the first 
twelve capsules, there has been an absolute steady improvement, 
which heretofore has been unobtained from any and all medica- 
tion. 

At present date, July 12th, fourth month after initial dosage of 
the gland, said patient is up and about, having complete control 
of all body functions, and gaining 34 pounds in weight. The vomit- 
ing has entirely disappeared, and patient eats every thing, including 
Ant. Pituitary Body. Is able to do the ordinary chores about the 
house, runs errands, and can now write and spell the primary les- 
sons. 

Lastly there have been no fits, where previously he had four and 
five a day. 


May it not be well for us to give the glands a fair chance! 
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NEWS AND COMMENT. 


CHAULMOOGRA OIL AND TuBERCULOsIS. The recent widely 
circulated statement that the U. S. Public Health Service has 
found that chaulmoogra oil was as efficacious in the treatment of 
tuberculosis as it has been shown to be in the treatment of lepro- 
sy is said by Surgeon General Cumming to be unwarranted. 
No definite results were obtained through the experiments made 
some years ago. Recently experimentation with ester, or deriv- 
atives, was started because of the similarities between the bacilli 
of leprosy and those of tuberculosis, but it is said that the 
work along this line has not proceeded far enough to indicate 
results. 

THe Unitep States Bureau or Lasor statistics show con- 
siderable changes in the cost of living for the United States as a 
whole, from May, 1913, to 1921, based on an average drawn 
from 32 cities, with the per cent. of increase to December, 1914, 
at 3.0 and the corresponding month in the years succeeding 


steadily, rising to May, 1921, when it reached the percentage of 
80.4. 


Funps FoR ScreNtTIFIC RESEARCH have grown so numerous 
that the National Research Council has issued a bulletin under 
the title ‘‘ Funds available in 1921 in the United States of Amer- 
ica for the encouragement of scientific research’’ in order to 
give a wider publicity to the available information about such 
funds. It is stated that the income from research funds in the 
United States, which amounts to about 50,000,000 annually, is 
used for prizes, medals, scholarships and fellowships, grants, 
and the sustaining of appropriations and endowments. The Re- 
search Information Service of the National Research Council 
has started a special file which they propose to keep up to date 
in order to answer questions of those interested in such funds, 
with office at No. 1701 Massachusetts Avenue, Washington, D. C. 

Tue SoutHwEst MepicaL ASsoOcIATION, THE MissourI VALLEY 
Mepicau Society and the Veterans of the World War will hold 
a joint meeting at Kansas City, October 24 to 28, inclusive. At 
this meeting the Mid-Western Association of Anesthetists will 
organize and present a program. The Jackson County Medical 
Society will arrange special entertainments. Special home- 


. 
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coming festivities for the graduates of the University Medical 
College will be made a feature of the several gatherings, with 
alumni dinners for representatives of the various colleges and 
universities attending the sessions. 

Texas State TuBERCULOSIS SANATORIUM has recently issued 
a report for twelve months ending April 30. From this we 
learn that 698 patients were discharged and of this number 247 
made an excellent recovery ; 258 made substantial improvement 
after their return home. The remaining number showed no 
improvement at all, but the report states that it must be remem- 
bered that a large number of patients were classed as far ad- 
vanced when they entered the Sanatorium. The Sanatorium 
was not established as a home for consumptives but as a place 
where consumptives could be received and trained to take care 
of themselves on their return home. Treatment is now being 
given to from 700 to 1000 patients annually. 

Poison Gas In War. A defender of the use of poison gas 
in warfare has arisen in the person of Sir W. J. Pope, Profes- 
sor of Chemistry in the University of Cambridge and President 
of the Society of Chemical Industry. Sir Pope disagrees with 
those who would have laws passed in all countries prohibiting 
the use of poison gas in war, giving as his reason for the dis- 
agreement that deaths from mustard gas in the world war were 
less than 2 per cent and when death did not ensue complete 
recovery took place. By comparison he submits the horrible 
mangling resulting from projectiles and other weapons of mod- 
ern warfare with the consequent maimed and crippled. He 
states further that other materials which were in use in chem- 
ical warfare at the time of the armistice did not kill at all, 
but produced casualties which after a few weeks of hospital care 
were discharged without permanent injury. 

NatTionaL MepicaL ASSOCIATION, organized at Atlanta, Geor- 
gia, 25 years ago, and composed of negro physicians, surgeons, 
dentists and pharmacists of the United States, met in Louisville 
Kentucky, August 23 to 26, at which nearly 1,000 delegates 
were present. A leading feature of this annual meeting was 
the clinies, surgical, medical, dental and pharmaceutical. The 
general Secretary of the Association is Dr. Walter G. Alex- 
ander, of Orange, and Dr. G. E. Cannon of Jersey City is chair- 
man of the executive board. 
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Tue Rep Surevp or Davi is the name of a newly organized 
society on the order of the Red Cross composed of Jews with 
headquarters at Geneva. This Society intends to work hand 
in hand with the American Red Cross and the Red Crescent. 
it is said that several leading physicians, merchants and philan- 
thropists of Geneva are at the head of the movement. 

THe Mepicat Lisrary Association held its annual meeting 
in Boston in June, at the time of the meeting of the American 
Medical Association. Membership in this association includes 
all of the larger medical libraries of those interested in further- 
ing medical library work. A system used in the Boston Medical 
Library was adopted as the most practical solution for meeting 
the problems of classification. Several interesting papers were 
read and the meeting addressed by the president, Dr. John W. 
Farlow. 


No SHortaGe OF PHysIcIANS IN THE UNITED States. From a 
recent number of the Journal of the A. M. A. we quote: ‘‘At 
the recent meeting of the American Institute of Homeopathy in 
Washington, the statement was made, according to newspaper 


reports, that the ‘United States is suffering a shortage of 25,000 
physicians’, and that special efforts should be made to ‘induce 
young men to study medicine’. As has been repeatedly stated 
there is no shortage of physicians in the United States, at least 
so far as numbers are concerned. Based on figures of the 
recent census and on figures of the last American Medical Di- 
rectory, the United States still has one physician to every 726 
people. It is true that with the improvements in medical edu- 
eation in the United States during the last fifteen years, there 
has been a reduction in the number of medical colleges; but 
there is still an adequate quota to supply easily the number of 
physicians annually needed. Even under the higher educational 
standards, the annual number of graduates is again rapidly in- 
creasing. Meanwhile, the only demands for physicians are com- 
ing from rural or sparsely settled districts, to which physicians 
are not attracted, or where they cannot, or think they cannot, 
make a living. These communities will not be provided with 
hysicians by a return to lower standards of mdical education. 
The problem will be solved if the physicians in towns and cities 
who are barely making a living can be induced to locate in rural 
districts. The number of physicians in the United States is 
adequate; the problem is one of distribution.”’ 

MepicaL ScHoLarsuips. The sum of $25,000 has been donated 
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by Mr. and Mrs. Williams to establish two scholarships in honor 
of their son, Wingo, who has just completed his course in the 
Medical Department of the University of Texas. One of these 
scholarships will apply in the Texas Woman’s College and one in 
the Medical Department of the University of Texas. The Fund 
covering both scholarships will be known as the ‘‘ Wingo Will- 
iams Memorial Scholarship Fund.’’ 

THe Resutt or Mout Hyerene. In the Medical Summary 
we note that Dr. Alexander Lambert, Professor of Clinical 
Medicine in Columbia University, in making the rounds of one 
of the hospitals in New York City, noted the fact that there 
were no young rheumatic cases in the wards. In the record 
room he found 1000 cases of rheumatism recorded between the 
years of 1906 and 1912, and the average of these cases was 25 
per 1000 admissions right along. Dr. Lambert noted the fact 
that today rheumatism in the young furnished only 0.5 per cent 
in proportion to other diseases and attributed this decrease in 
this so painful condition to the increased attention to mouth 
hygiene and the careful attention being now given to tonsils. 
The article goes on to say: ‘‘It is interesting to note that while 
there was a general reduction in the incidence of rheumatism in 
all ages, the percentage to the total number coming in had re- 
mained about the same except for the age period between twenty 
and thirty, in which not only had the percentage dropped, but 
the total number has dropped also, which was due to the fact 
that many had lost their tonsils as well as cleaned up their 
teeth.’’ 

ALASKA NEEDS NurRSES AND PHysictans to take care of the 
tuberculous and other patients and the United States Bureau 
of Edueation has undertaken to do what it can to check the 
ravages made by disease among the native races of Alaska. Sal- 
aries paid for volunteers for this work range from $1,800 to 
$2,800, for physicians, and for nurses, from $800 to $1,400 per 
annum. The Bureau defrays all traveling expenses. Persons 


desiring these positions are not required to pass an examination 
but must make application on the form prescribed by the United 
States Bureau of Education. 


THE Wisconsin State Mepicat Society will celebrate its 
75th birthday on September 7 to 9, at Milwaukee. As this is 
to be a ‘‘home-coming meeting’’ all former Wisconsin men are 
invited to join the Society on its birthday, and are promised an 
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enjoyable program, both scientific and social. Those intending 
to attend the meeting may obtain details by writing to Dr. 
Rock Sleyster, Secretary, Drawer D, Wauwatosa, Wisconsin. 


THE SHREVEPORT Mepicau Society will meet September 6 for 
a Symposium on Diarrhea in Infants. Papers will be presented 
by Dr. M. S. Picard on ‘‘Diagnosis’’; Dr. J. M. Gorton on 
‘‘Treatment’’, with Drs. C. P. Munday and Joe Frater to open 
the discussion. 


Tue St. Louis Session or THE A. M. A. The next annual 
session of the American Medical Association will be held in St. 
Louis, May 22 to 26, 1922. The Board of Trustees has appoint- 
ed Dr. Robert E. Schlueter, of St. Louis, Chairman of the Local 
Committee of Arrangements. The Committee will establish an 
office in the headquarters of the St. Louis Medical Society, 3525 
Pine Street. All communications for the attention of the Local 
Committee of Arrangements should be sent to that address 


Tue RoOcKEFELLER FounDATION has issued a review of its ac- 
tivities in 1920, and gives therein a list of things done by the 
Foundation directly and through its departmental agencies, the 
International Health Board, the China Medical Board and the 
Division of Medical Education, summarizing as follows: Aided 
six medical schools in Canada; gave a large sum to a medical 
training school in London; appropriated a million franes for 
the Queen Elizabeth Foundation for Medical Research in Bel- 
gium; agreed to contribute towards the complete rebuilding of 
the medical school of the University of Brussels; provided 
American medical journals and laboratory supplies for ten 
medical schools and medical libraries in five European coun- 
tries; continued to construct and maintain in Peking, China, 
a modern medical school with pre-Medical department; aided 
thirty hospitals in China; supported the School of Hygiene and 
Public Health of the Johns Hopkins University; contributed to 
the teaching of hygiene in the medical school at Sao Paulo; Bra- 
zil; provided fellowships in public health and medical education ; 
brought to the United States commissions of medical teachers 
and hygienists from England, Belgium and Czechoslovakia ; con- 
tinued to support a campaign! against yellow fever in South 
and Central America and in West Africa; aided government 
agencies in the control of malaria in ten states of the South; 
prosecuted hookworm work in ten southern states and in eigh- 
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teen foreign countries; brought a war-time anti-tuberculosis 
work in France to the point where it could soon be left entirely 
in French hands; assisted government of Czechoslovakia to reor- 
ganize its public health laboratory system’; brought to a close 
its participation in war-time emergency relief by giving a mil- 
lion dollars to the Fund for European children. 

INJUNCTION AGAINST CHIROPRACTOR IN LouisIANA. Recently 
the Louisiana State Board of Medical Examiners secured an 
injunction restraining Otis E. Cronk, a chiropractor of Alex- 
andria, from practicing in Louisiana without a license. A re- 
hearing later, given before the District Court of Alexandria, 
has made the injunction permanent. 

Tue Boston SureicaL Socrery Awarps Mepau. A gold 
medal is to be awarded annually to the American surgeon con- 
tributing most to the advancement of surgery, this honor is to 
be given as a tribute to Dr. Henry Jacob Bigelow, the noted 
surgeon of Boston, who died about 1890. The first medal was 
awarded on June 6, to Dr. William J. Mayo, of Rochester, Min- 
nesota, the day prior to the meeting of the American Medical 


Association, meeting in Boston. Dr. Mayo, in accepting the 
honor, gave in his address a very comprehensive and interesting 
sketch of the life and history of Dr. Bigelow. 


Accept APPOINTMENTS As CoNnsULTANTS. Dr. George Dock, 
of St. Louis, at one time connected with Tulane University in 
its School of Medicine, and Drs. Otto Folin, of Boston, and 
L. Hekteon, of Chicago, haev received appointments to the Na- 
tional Pathological Laboratories as consultants to advise on 
methods used, and to interpret results and ethical polities. 

New Source or Rapium. Frequent rumors have been made 
through the Scalpel of Brussels to the effect that radium had 
been found in Congo, but now the Société de Géologie of Brus- 
sels confirms this fact that specimens of the mineral found at 
Katanga have been sold in London by a returning Belgian 
colonist. 

THe Mississipp1 VALLEY MepicaL Association will meet in 
St. Louis from October 13 to 15, inclusive. 

THe Roya InstiTuTe or Pustic HEALTH announces that it 
will be glad to welcome graduates of Tulane University, upon 
examination, to fellowships in the Institute which will place the 
facilities they possess for instruction in Public Health Work at 
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the disposal of such graduates. The next Congress of the Insti- 
tute will be held in Plymouth from May 31 to June 5, 1922. 

Bust or Morton IN THE HALL or Fame. On October 16, in 
celebration of the Diamond Jubilee Anniversary of Morton’s 
First Public Demonstration of Ether Anesthesia, a bronze bust 
of Dr. Wm. T. G. Morton will be placed in the niche assigned 
to him in the Hall of Fame, by American Anesthetists. We 
note with interest, however, from dispatches of the Associated 
Press, that the University of Georgia has taken action officially 
recognizing Dr. William Long as the discoverer of anesthesia, 
and although Dr. Morton has been elected as the discoverer, 
the University of Georgia declares having evidence that Dr. 
Long first used ether for a surgical operation on March 30, 1842, 
four years prior to its use by anyone else. 

THe LarourcHE VALLEY MeEpicaL Society met ‘at the home 
of its President, Dr. W. E. Kittredge, Tallien P. O., on Tues- 
day, August 9th. The Society had as its guest; Dr. Marion Sou- 
chon, of New Orleans, who presented a very imteresting paper. 


Prrsonats: ‘Dr. J. W. Newman, of New Ofleans, has accept- 
ed a place on the Boéard“'6f Directors of the Society for Pre- 
vention of Cruelty to Children.” 


Removats: Dr. H. C. Milburn from MeNary to Ville Platte, 
Louisiana. 


Dr. Lucien Ledoux from Maison Blanche Bldg. to 2117 Tu- 
lane Avenue, New Orleans. 


Dr. James A. Azar from St. Martinville, La., to Galveston, 
Texas. 


Drep: On Thursday, August 11, 1921, Dr. Henry A. Veazie, 
aged 66 years and 2 months, a native of New Orleans, distin- 
guished for services during the 1878 yellow fever epidemic, es- 
pecially at Grenada, Miss. 

At the Mexico Eagle Hospital, Tampico, Mexico, on July 
18, 1921, Dr. Gustav Mann, formerly connected with Tulane 
University. . 
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W. B. SAUNDERS COMPANY, Philadelphia and London. 


Surgery, Its Principles and Practice, by William W. Keen, M. D., 
LL. D., Volumes 7 and 8. 


Complete Index to Keen’s Surgery, Volumes 1 to 8. 
es Principles of Therapeutics, by Oliver T. Osborne, M. A., 


pesteny of the Nervous System, by Stephen W. Ranson, M. D., 
Ph. D. 


WILLIAM WOOD & COMPANY, New York. 


Manual of Midwifery, 3rd Edition, by Henry Jellett, B. A., M. B. 
oo 2 & M., and David G. Madill, B. A., M. D., B. Ch., 


Aids to Chemistry, by Wm. Partridge, F. I. C. 
PAUL B. HOEBER, New York. 
General Pathology, by Horst Oertel. 


WASHINGTON GOV’T. PRINTING OFFICE, Washington, D. C. 
United States Naval Medical Bulletin, (Clinical Number), Vol. 
15, No. 3, July, 1921. 
Public Health Reports, Volume 36, Nos. 26, 27, 28, 29. 
MISCELLANEOUS: 


Report of the Health Department of the Panama Canal for the 
Year 1920, Panama Canal Press, Mount Hope, C 

Report of the Philippine Health Service for the Fiscal Year, 
January 1 to December 31, 1919, Manila Bureau of Printing. 

Forty-third Annual Report of the Department of Health of the 
State of New Jersey, 1920, MacCrellish & Quigley Co. 

Basic Diets, by Edward E. Cornwall, M. D., Cornell Press. 


REPRINTS. 


The Etiology of Multiple i 44°00 Argentinen- 
sis); El Granuloma Venereo, by Prof. W. Hoffmann, M. D., Ha- 
vana; Some ~~ ae Sudan Skin PT Baan by Albert J. Chal- 
mers,, M. D., R. C. S., D. P. H., and Norman MacDonald; The 
Keratosis Priasts of Jackson and Broeq in the Anglo- Egyptian Su- 
dan, by “7% J. Chalmers, M. . F. R. C. S., D. P. H., and Major 
E. Gibson, O. B. E., M. B., R. A. M. C. 


pec acheaty vlan tenlorng - Beechwood Creosote, Sodium 
speedetnte, Gasoline and Coal Oil in Tuberculosis, by B. F. Bell, 
. a 





Mortuary Report. 


MORTUARY REPORT OF NEW ORLEANS. 


Computed from the Monthly Report of the Board of Health of the City 
of New Orleans, for July, 1921. 


Typhoid Fever 
Intermittent Fever (Malarial Cachexia) 


Scarlet Fever 
Whooping Cough 
oo and Croup 


nfluenza 

Cholera Nostras 

Pyemia and Septicemia 

Tuberculosis 

Cancer 

ee SS ee 
Diabetes 

Alcoholism 

Encephalitis and Meningitis 
Locomotor Ataxia 
Congestion,. Hemorrhage and Softening of Erain 
Paralysis 

Convulsions of Infancy 

Other Diseases of Infancy ........................-----.----- 
Tetanus 
Other Nervous Diseases 

Heart Diseases 

Bronchitis 

Pneumonia and Broncho-Pneumonia 

Other Respiratory Diseases 

Ulcer of Stomach 

Other Diseases of Stomach 

Diarrhea, Dysentery and Enteritis 

Hernia, Intestinal Obstruction 

Cirrhosis of Liver 

Other Diseases of the Liver 

Simple Peritonitis 

Appendicitis 

Bright’s Disease 

Other Genito-Urinary Diseases 

Puerperal Diseases 
Senile Debility 
Suicide 

Injuries 

All Other Causes 





to 





























Still-born Children—White, 26; colored, 17; total, 43 

Population of City (estimated )— White, 290, 000; colored, 110, 000; total, 400, . 

Death Rate per 1000 per annum for Month— White. 11.38; colored, 20.7 
total, 13.95. Non-residents excluded, 11.70. 


METEOROLOGICAL SUMMARY (U. S. Weather Bureau). 
Mean atmospheric pressure 80.02 
Mean temperature 83 
fotal] precipitation 7.90 inches 
Prevailing direction of wind, west. 














